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Overview 
This thesis investigates pain assessment and pain communication. Part one is a 
systematic review of clinical practice guidelines that address pain assessment among 
ethnic minorities where language differences exist. There was variability in the quality 
of included guidelines. The majority guideline recommendations were based on low 
quality evidence or expert consensus, and were vague and not behaviourally specific. 
Suggestions on how pain assessment scales can be adapted for use in this context, 
and how guidelines can be updated to increase their likelihood of implementation are 
considered. 
Part two is a study examining the impact of using images depicting metaphors 
for pain on patients’ and clinicians’ nonverbal communication and patients’ emotional 
disclosures. The video-taped consultations used were part of an existing dataset that 
had been used in published research by Padfield et al. (2010, 2015). Therefore, the 
current study builds on this research. Thirty-five video-taped chronic pain 
consultations (17 with images and 18 without) were rated on patients’ and clinicians’ 
affiliation and dominance behaviours and patients’ emotional disclosures, using fixed-
interval sampling. In the image group, behavioural correspondence between patients’ 
and clinicians’ positive affiliation behaviours was observed, and within-subjects, 
patients made more personal emotional disclosures when the images were used 
compared to when they were not used in the consultation. No main effect of group 
was found for patients’ and clinicians’ affiliation and dominance behaviours, and for 
how personal patients’ emotional disclosures were over the course of the 
consultations. The impact of image use on the communication of pain is discussed 
and research implications are outlined. 
Part three is a critical appraisal of the research process, which includes 
reflections on the role of loss in patients’ lived experiences of chronic pain, empathy 
in the clinician-patient relationship, and the emotional impact of watching the 
consultations. 
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Abstract 
Aims: To examine the quality and recommendations of existing clinical practice 
guidelines on conducting pain assessment among patients from ethnic minorities 
where language differences exist.  Method: A systematic search of PsycINFO, 
MEDLINE, EMBASE and the Cochrane Library was conducted. A gray literature 
search of guideline databases and association websites was also conducted. 
Guideline quality was determined by risk of bias evaluations (using the Cochrane 
criteria) for items across four domains of the Appraisal of Guidelines for Research and 
Evaluation (AGREE II) instrument. Guideline screening, selection, and data extraction 
was conducted by the author. Results: Eight guidelines met the inclusion criteria. 
Across the AGREE II domains, the majority of guidelines had low risk of bias for Scope 
and Purpose, high risk of bias for not consulting with patients (Stakeholder 
Involvement) during guideline development and high risk of bias for guideline 
Applicability. For Rigour of Development, less than half of the guidelines had a low 
risk of bias for the majority of items on this domain. The majority of recommendations 
on pain assessment were based on low quality evidence or expert consensus, and 
were vague and not behaviourally specific. Commonly recommended pain 
assessment scales also had limitations. Conclusions: Pain assessment in this 
context is a serious area of neglect with significant implications for patient care. This 
is therefore a political issue as much as an important area for future research. There 
are good methods in the literature about how to translate scales and check their 
cultural appropriateness, which should be utilised within clinical, and research 
practice in relation to pain assessment.   
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Introduction 
Pain is commonly defined as “an unpleasant sensory and emotional experience, 
associated with actual or potential tissue damage, or described in terms of such 
damage” (Merskey, & Bogduk, 1994). As a subjective experience affecting around 
one in five adults worldwide (International Association for the Study of Pain (IASP), 
2012), pain is considered a global health problem (Goldberg & McGee, 2011). Pain 
can affect anyone, irrespective of their gender, socioeconomic status, culture, race, 
or ethnicity (Björklund & Bergström, 2000). Despite this, research conducted in 
developed countries  has consistently shown that people from ethnic minorities (who 
are considered a minority by the perspective of the host country) are more likely to 
experience sub-optimal pain assessment and subsequent treatment for pain 
(Goldberg & McGee, 2011), compared to their White counterparts (Burgess et al., 
2013; Green et al., 2003; Tait & Chibnall, 2014). This is particularly concerning 
(Booker, Pasero & Herr, 2015) because accurate pain assessment is a necessary 
prerequisite to appropriate diagnosis and effective pain management (Roberts, Kent, 
Prys, & Lewis, 2003).  
 
Definitions of culture, race, ethnicity, and ethnic minority 
Within research on ethnic minority disparities in pain, definitions of culture, race and 
ethnicity are often used interchangeably (Edwards, Fillingim & Keefe, 2001), despite 
their different meanings. ‘Culture’ is defined as a consistent pattern of behaviours, 
perceptions and beliefs that are shared among groups of people, and remain stable 
over time and across different contexts (Keefe et al., 2002);  ‘race’ defines groups of 
people on the basis of their biological disposition (genetic factors) (Anderson et al., 
2009; Edwards et al., 2001); and ‘ethnicity’ defines groups of people based on their 
culture, language, behaviours, beliefs, biological disposition, and past and present 
experiences (Anderson et al., 2009). The term ‘ethnic minority’ refers to a group of 
people from a particular ethnicity which differs from the ethnicity of the dominant 
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population. For the purpose of this review, the terms ‘ethnicity’/‘ethnic minority’ will be 
used to denote people living in developed countries from non-White groups. This is 
because these terms are much broader and encompass race and culture in their 
definitions (Campbell & Edwards, 2012). 
 
Ethnic minority disparities in pain 
Ethnic minority disparities relating to pain have been consistently documented in the 
literature across all pain types, including acute, chronic and disease-specific pain 
(Burgess et al., 2013; Green et al., 2003; Tait & Chibnall, 2014), and across a variety 
of healthcare settings (Anderson et al., 2009; Burgess et al., 2013; Green et al., 2003). 
In a study examining the pain experiences of cancer patients attending an outpatient 
clinic, compared to White cancer patients, Black African-Americans reported 
significantly higher pain intensity ratings and greater pain-related interference with 
daily functioning (Vallerand, Hasenau, Templin & Collins-Bohler, 2005). Similarly, 
compared to White chronic pain patients, Black African-Americans reported 
experiencing significantly less control over their pain and significantly more pain-
related disability, such as depression and posttraumatic stress disorder, than their 
White counterparts (Green, Baker, Sato, Washington & Smith, 2003; Green, Baker, 
Smith, & Sato, 2003). This research also highlights the negative consequences pain 
can have on a person’s mental health.  
Documented explanations for ethnic minority disparities in pain involve 
barriers on the part of patients and of clinicians (Ingham & Folley, 1998). Patient 
factors include beliefs about pain, and the underreporting of pain to clinicians (e.g. 
Booker et al., 2015). For instance, although it is common for cancer patients to 
underreport pain due to fearing that it is a sign of disease progression (Anderson et 
al., 2009; British Pain Society, 2010), cancer patients from ethnic minorities are more 
likely to report such concerns (Anderson et al., 2000, 2002). Similarly, stoic responses 
to pain, the belief that pain is inevitable in chronic health conditions (Anderson et al., 
5 
 
2000, 2002; Im, 2008) and fears about becoming dependent on analgesic 
medications (Cleeland, Gonin, Baez, Loehrer, & Pandya, 1997), have also been cited 
as reasons for underreporting pain among ethnic minority patients. Underreporting 
pain negatively impacts patient care, as it could lead clinicians to unintentionally 
discount a patient’s pain at assessment  (Booker et al., 2015). Despite the useful 
implications, the majority of research in this area  has been conducted in the USA 
(e.g., see Anderson et al., 2009 for a review) and has frequently been limited to 
examining differences between Black African-Americans and non-Hispanic Whites. 
This fails to capture the heterogeneity of ethnicities that are currently present in other 
western countries like the UK.  
In terms of clinician factors, clinicians are more likely to underestimate the 
severity of pain in patients from ethnic minorities compared to White patients 
(Anderson et al., 2000; Cleeland et al., 1997), and are consequently less likely to 
prescribe these patients analgesic medications (Chen et al., 2005). In a meta-analysis 
and systematic review of studies examining disparities in analgesic treatment (over 
20 years) for ‘traumatic/surgical’ (e.g. postoperative pain), ‘non-traumatic/non-
surgical’ (e.g. abdominal or back pain), ‘mixed’ (e.g. where studies made no distinction 
between traumatic/surgical and non-traumatic/non-surgical pain) and ‘cancer’ pain, 
the extent to which analgesics were prescribed differed between ethnic groups 
(Meghani, Byun & Gallagher, 2012). Black African-Americans were 34% less likely to 
receive opioids for ‘non-traumatic/non-surgical’ pain, and 14% less likely to receive 
opioids for ‘traumatic/surgical’ pain than White patients. Hispanic/Latinos were 30% 
less likely than White patients to receive opioid treatment than White patients for ‘non-
traumatic/non-surgical’ pain, but treatment disparities were ameliorated for 
‘traumatic/surgical’ pain. This research suggests that disparities were greater when 
the patient’s pain was non-specific or widespread. This is also consistent with 
estimation of pain by clinicians, where the more that the pain lacks confirmatory signs 
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or obvious cause (such as trauma or surgery), the more the clinician’s beliefs and 
stereotypes influence their estimation of pain (De Ruddere et al., 2014). 
Due to language differences, medical consultations with ethnic minority 
patients who speak little or no English can be experienced by clinicians as 
challenging, which could lead to negative stereotyping of such patients (Wright, 1983). 
For instance, the use of somatisation (the expression of physical complaints as a 
means of communicating underlying psychological distress) to explain the 
presentation of pain among people from ethnic minorities is not uncommon (Kirmayer 
& Young, 1998). In a UK study investigating GPs’ experiences of  managing chronic 
pain in South Asian patients, the majority of GPs were likely to view the expression of 
non-specific pain in this population as somatisation (Patel, Peacock, McKinley, Carter 
& Watson, 2008). The concept however has several limitations. Firstly, its theoretical 
basis is highly abstract and fails to engage with well-established pain mechanisms 
(Sharpe & Williams, 2002), and secondly, there is a lack of available research 
evidence to support it (see Crombez, Beirens, Van Damme, Eccleston  & Fontaine,  
2009 for a review). In a study investigating the prevalence of chronic pain among UK 
torture survivors, a significant positive relationship was found between the actual 
torture location on the person’s body and their report of pain at a high prevalence 
(Williams, Peña & Rice, 2010). These findings highlighted the importance of 
acknowledging and attending to the person’s report of pain, and treating this alongside 
psychological distress if necessary.  
Failure to be adequately concerned about pain experienced by people from 
ethnic minorities, appears to be rooted in a longstanding history of prejudice and 
discrimination towards those deemed as belonging to the ‘outgroup’ (Bourke, 2014). 
During the slavery period, despite their being no evidence of anatomical differences 
between Black slaves and White slave masters (Colliins, 1811), White people 
believed that slaves were incapable of feeling physical pain (Pernick, 1985). This was 
because slaves were deemed to possess intellectually, underdeveloped brains 
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(Heatherley, 1883). This explanation dehumanised slaves and was used as evidence 
to demonstrate their ‘ability’ to endure depraved acts of abuse (Pernick, 1985). Such 
racist beliefs were contradictory because when pain was expressed,  slaves’ reactions 
were viewed among White people as exaggerated and hysterical (Bourke, 2014). 
More recently, intentional discounting of the pain experienced by ethnic minorities has 
been documented. For instance, even when clinicians (of which the majority were 
White) had access to patients’ self-reported pain intensity ratings, they were twice as 
likely to underestimate the pain of Black patients compared to all other ethnicities 
(White, Asian, Pacific Islander and Hispanic) combined (Staton et al., 2007). 
Brain imaging research has attempted to explain the nature of such biases by 
examining the degree of empathy shown towards people in pain. Perceiving pain in 
others has been found to activate three brain regions involved in the affective and 
somatosensory processing of pain: the anterior cingulate cortex, the anterior insula 
cortex (Contreras-Huerta,  Baker, Reynolds, Batalha & Cunnington, 2013) and the 
prefrontal cortex (Apkarian, Hashmi & Baliki, 2011). Stronger neural activation in 
these brain regions, which is indicative of greater empathy, is more likely to occur 
when observing pain in people from the same ethnic group compared to when 
observing pain in people from a different ethnic group (Contreras-Huerta et al., 2013). 
More broadly, a lack of empathy towards the health needs of people from ethnic 
minorities is often demonstrated through negative dominant discourses within society. 
For instance, interpreting services within the UK National Health Service (NHS) are 
essential for facilitating communication between non-English-speaking patients (who 
are often from ethnic minorities) and clinicians (Department of Health, 2004). 
However, in 2013, the UK communities and local government secretary described 
such services as a “very expensive and poor use of taxpayers’ money” (Monaghan, 
2015). Therefore, it appears that when resources are limited due to cuts in public 
spending, blame is often attributed to people from ethnic minorities who are already 
disadvantaged (Napier et al., 2014).  
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Pain assessment 
Pain is widely accepted as a biopsychosocial phenomenon (Gatchel, McGeary, 
McGeary, & Lippe, 2014; Hanson & Gerber, 1990; Lasch, 2000): meaning that the 
experience of pain and its expression is determined by complex interactions between 
biological, social, and psychological factors (Gatchel et al., 2014; Gatchel, Peng, 
Peters, Fuchs & Turk, 2010; Lumley et al., 2011). Pain assessment is a process of 
investigation, whereby clinicians obtain information about the patient’s pain through 
multiple sources: physical examinations; diagnostic tests; rating scales (e.g. to 
ascertain pain intensity); and clinical interviews (e.g. addressing the patient’s pain-
related coping strategies and resources, their fears and what they expect from 
treatment). The purpose of pain assessment includes: identifying the nature of the 
patient’s pain and its characteristics to make a differential diagnosis; determining the 
patient’s pain-related disability and their level of current physical capacity; identifying 
the impact of pain on the patient’s day-to-day functioning; monitoring a patient’s 
progress after treatment; and evaluating the effectiveness of treatment (Turk & 
Melzack, 2011).  Pain assessment should therefore be conducted using a 
comprehensive / biopsychosocial approach, in that it should cover information about 
the patient as a whole, and not just his or her pain (Dansie & Turk, 2013). The 
multifaceted nature of pain assessment can help clinicians to recognise how 
biopsychosocial factors contribute to the maintenance of pain severity and pain-
related disability, and can help provide information on how patients are likely to 
respond to treatment offered (Dansie & Turk, 2013).   
As pain is a subjective experience (Carr, 1997; Tait & Chibnall, 2014), there is 
no objective record of the extent or severity of the pain a person experiences (Dansie 
& Turk, 2013; Turk & Melzack, 2011). Therefore, the patient must be at the centre of 
pain assessment because the assessment’s success  relies on what the patient 
communicates (verbally and nonverbally) to clinicians (Roberts et al., 2003). Patient 
self-report (Jensen & Karoly, 2011; Tait, & Chibnall, 2014) is the most commonly used 
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form of pain assessment and has been used to assess a range of pain dimensions. 
For instance, using self-report measures to assess pain intensity (how much the pain 
hurts the person), are particularly common within clinical practice. Brain imaging 
studies have demonstrated that pain intensity bears a reasonably good correlation 
with activation in brain regions involved in pain processing (Apkarian, Hashmi & Baliki, 
2011). Other pain dimensions that can be assessed via patient self-report includes 
pain affect (the extent to which the person becomes emotionally aroused as result of 
the pain); pain quality (refers to the physical sensations associated with experiencing 
pain); and pain location (the area of the body the person experiences the pain) 
(Jensen & Karoly, 2011).   
 
Pain assessment among patients from ethnic minorities 
Using self-report measures to assess pain among people from ethnic minorities can 
be challenging, particularly among patients with limited English (Nguyen, Ugarte, 
Fuller, Haas, & Portenoy, 2005). Therefore, the use of assessment measures in the 
patient’s preferred language, where possible, is essential (The British Pain Society, 
2010). A starting point for this, which is common (Sousa & Rojjanasrirat, 2011),  is to 
produce translated versions  of well developed, existing pain assessment measures 
that have been validated on English-speaking populations. However, language 
translation alone is often insufficient without additional psychometric testing to 
determine the reliability and validity of the measure’s use, for the new, ethnically 
diverse population it will be used on. This is because without such testing there is no 
way of ascertaining the user-friendliness of the measure for the new target population, 
but more importantly, there is no means of ensuring whether the underlying concepts 
of the measure make sense culturally (Turk & Melzack, 2011). Despite these 
shortcomings, using an unvalidated, translated pain asessment measure is better 
than presenting it to a patient with  little or no English in its validated English format.  
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 Sousa and Rojjanasrirat (2011) have offered some guidance for translating 
assessment measures to other languages. Their guidance highlighted the importance 
of forward translation (translating the measure’s instructions, items and response 
options from the original language the measure was developed to the new language) 
and back translation (translating the new language measure back to the original 
language it was developed in). Two translators are recommended for both stages. 
The first translator (i.e. a clinician) should be knowledgeable of the health terminology 
and the specific content the measure will cover, and the second translator should be 
knowledgeable of the linguistic (e.g. colloquialisms) and cultural nuances of the new 
target language (Sousa & Rojjanasrirat, 2011). Further necessary steps include pilot 
testing the translated measure on a representative sample of the target population; 
preliminary testing of the translated measure on bilingual speakers from the target 
population; and full psychometric testing on a large sample of the target population, 
to determine the measure’s reliability and validity (Sousa & Rojjanasrirat, 2011).  
 There are some pain assessment measures that have been psychometrically 
tested for use with ethnic minorities where language differences exist. For instance, 
the Brief Pain Inventory (Cleeland, 1989) assesses pain intensity and the extent of 
which pain interferes with the person’s daily life. It has been psychometrically and 
linguistically validated in 26 languages including Hindi (Saxena, Mendoza & Cleeland, 
1999), Korean (Yun et al., 2004), Russian (Kalyadina et al., 2008) and Norwegian 
(Klepstad et al., 2002), and has been shown to have good reliability and validity 
(Cleeland & Ryan, 1994). Similarly, the Faces Pain Scale – Revised (Hicks, von 
Baeyer, Spafford, van Korlaar, & Goodenough, 2001) has been translated into over 
35 languages (e.g. French, Arabic and Turkish). Despite being developed for children, 
researchers have used it in adult populations where patient self-reports of pain have 
been difficult, such as among older adults with literacy difficulties (Herr & Garand, 
2011). The Faces Pain Scale – Revised assesses pain intensity using six faces on a 
scale 0 (no pain) to 10 (very much pain). Each face coveys a facial expression of the 
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extent to which something can hurt, and the child is required to select the face that 
best describes their current level of pain (Hicks et al., 2001). Similarly, the British Pain 
Society (2006) has produced a series of Numerical Rating Scales in 15 common 
languages (including Bengali, Gujarati, Somali, and Welsh) spoken by adults in the 
UK, in an attempt to improve pain assessment procedures for non-English-speaking 
patients. Numerical Rating Scales (Jensen & Karoly, 2011) require patients to rate 
the intensity of their pain on a scale ranging from 0 (no pain) to 10 (extreme pain). 
The scales and their response options are reliable in that they are simple and easy to 
understand (British Pain Society, 2006), which may make them less susceptible to 
inaccurate completion.  
   
Clinical practice guidelines  
Clinical practice guidelines (CPGs) are statements including recommendations based 
on a systematic review of research evidence, aimed at optimising patient healthcare, 
by outlining possible advantages and disadvantages of different healthcare options 
(Graham, Mancher, Miller-Wolman, Greenfield & Steinberg, 2011). Despite their 
importance, non-compliance with CPGs among clinicians is common (Carthey, 
Walker, Deelchand, Vincent & Griffiths, 2011). Within the NHS, multiple reasons have 
been cited for this including clinicians feeling overwhelmed by the  increasing volume 
of existing CPGs (Greenhalgh, Howick & Maskrey, 2014); confusion of which CPG is 
best to use when multiple exist from different professional associations on the same 
health topic;  continued circulation of older versions of CPGs, despite updated 
versions existing; and the length of CPGs, which makes them time consuming to read 
(Carthey et al., 2011).  
It is hoped that CPG implementation will ensure that patient care is more 
consistent, safer and more and cost-effective (Pope, 2003). However, if CPGs are not 
implemented, or they do not exist on a particular health topic, clinicians are left to 
improvise and use intuitive processes to make clinical decisions (Tait & Chibnall, 
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2014). However, this is problematic because such decisions are highly susceptible to 
biases (Hirsh, Jensen & Robinson, 2010). 
 
The current review  
There is a need for pain assessment among patients from ethnic minorities to be 
adapted where necessary to meet the needs of this population. This is particularly 
relevant in the UK, where people from ethnic minorities make up 14.1% of the total 
population (Office for National Statistics, 2011). Although the literature has made 
some suggestions on conducting pain assessment with ethnic minorities (e.g. using 
translated pain assessment measures), it is unclear of which best practices have been 
recommended by CPGs as the best to follow within clinical settings. This is pertinent 
because when CPG recommendations are vague, ethnic minority disparities in pain 
treatment are more pronounced  (Burgess, van Ryn, Crowley-Matoka & Malat, 2006).   
The purpose of the current systematic review was to evaluate the quality of 
existing CPGs that address pain assessment among patients from ethnic minorities 
where language differences exist. As CPGs are designed to inform clinical decision 
making (Brouwers et al., 2010), the review also investigated what the best practice 
recommendations are for conducting pain assessment among this group.  
 
Method 
Search strategy 
A systematic search of PsychINFO, MEDLINE, EMBASE and Cochrane was 
conducted from the earliest date until 7th February 2015. The exact search terms 
included a combination of text word (tw) and Medical Subject Heading (MeSH) terms. 
Some MeSH terms were exploded (exp) to include citations with more specific MeSH 
subheadings. Both searches below used the AND operator to combine the searches 
from concept A, B and C together. 
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OVID - PsycINFO, MEDLINE and EMBASE  
A. Pain 
“Pain” [MeSH: exp] or “Pain Management” [MeSH] OR “Pain Measurement” [MeSH] 
OR “(pain adj5 (assessment* OR manag* OR scale))” [tw] 
 
B. Clinical Practice Guidelines  
“(Clinical adj5 practice adj5 guideline*)” [tw] OR “treatment guideline” [tw] OR “best 
practice” [tw] OR “professional standard* [tw] OR “evidence based practice” [tw] OR 
“treatment guidelines” [MeSH] OR “clinical practice” [MeSH] OR “evidence based 
practice” [MeSH] OR “best practices” [MeSH]. 
 
C. Culture/ Ethnicity 
“(Culture OR language OR ethnic* OR migrant*)” [tw] 
 
Cochrane 
A. Pain  
“Pain” [MeSH: exp] OR “Pain Management” [MeSH: exp] OR “Pain Measurement” 
[MeSH: exp] OR “(pain NEAR (assessment* OR manag* OR scale))” [tw] 
B. Clinical Practice Guidelines 
“(Clinical NEAR practice NEAR guideline*)” [tw] OR “treatment guideline” [tw] OR 
“best practice” [tw] OR “professional standard” [tw] OR “evidence based practice” 
[tw] OR “Evidence-Based Practice” [MESH: exp] OR “Practice Guidelines as Topic” 
[MeSH:exp] OR “Practice Guideline” [MeSH: exp] 
 
C. Culture/Ethnicity 
“(culture OR language OR ethnic* OR migrant*)” [tw]  
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 An extensive grey literature search was also conducted through a range of 
sources: guideline databases (The National Institute of Health and Clinical Excellence 
(NICE), The Scottish Intercollegiate Guidelines Network, The National Guideline  
Clearinghouse, The Canadian Medical Association Infobase, and The Australian 
Government National Health and Medical Research Council), and association 
websites (British Pain Society, Royal College of Nursing (UK), Royal College of 
Physicians (UK), IASP, European Association for Medical Oncology, European 
Association of Urology, The National Comprehensive Cancer Network (USA), 
Registered Nurses’ Association of Ontario, Canadian Pain Society, Hartford Institute 
for Geriatric Nursing, Winnipeg Regional Health Authority, Tasmanian Government 
Department of Health and Human Services, Health Care Association of New Jersey, 
Institute for Clinical Systems Improvement, Toward Optimised Practice, Australian 
and New Zealand College of Anaesthetists and Faculty of Pain Medicine, International 
Association for Hospice and Palliative Care, National Opioid Use Guideline Group, 
Joanna Briggs Institute for Evidence Based Nursing and Midwifery, American Pain  
Society, and American College of Physicians). The search terms included for the grey 
literature searches were “pain”, “pain assessment”, or “pain AND assessment”. The 
reference lists from the retrieved records were also checked for relevant CPGs. The 
titles and abstracts of all records from the searches were independently reviewed by 
the author, Judy Addai-Davis (Trainee Clinical Psychologist). Disagreements were 
discussed with an independent assessor until consensus was reached.  
 
Inclusion and exclusion criteria 
Published CPGs were included in the review if they addressed the assessment or 
management of pain in adults (with any physical health condition) from ethnic 
minorities. The review was particularly concerned with pain assessment in this 
population where language differences existed, and acknowledged that many people 
from ethnic minorities speak host languages (e.g. English in the UK) very well.  If 
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CPGs had more than one version, the most up to date version was included. Any 
CPGs published in languages other than English were excluded from the review if a 
translated version was unavailable.  
 
Guideline quality assessment 
Guideline quality was evaluated using a component approach involving two steps: 1) 
examining the Appraisal of Guidelines for Research and Evaluation (AGREE) II tool 
(Brouwers et al., 2010), to identify the most relevant domains (and items within them) 
to address the review questions; and 2) assessing the items in these domains for risk 
of bias, using the Cochrane Collaboration’s criteria for assessing risk of bias in 
randomised trials (Higgins, Altman & Sterne, 2011). This approach was adopted 
because although the AGREE II (in its original form) is widely used (Siering, 
Eikermann, Hausner, Hoffmann-Eßer & Neugebauer, 2013), it has several limitations. 
For instance, the validity of the tool’s overall assessment score is unclear, due to the 
lack of guidance available on how different domain scores should be weighted to 
inform whether or not a guideline should be recommended for use (Alonso-Coello et 
al., 2010).       
The AGREE II domains (and items) deemed most appropriate by the author 
were Scope and Purpose (the aim of the CPG, the health questions addressed and 
its target population); Stakeholder Involvement (the extent of which the CPG has been 
developed by appropriate stakeholders and represents the views of its intended 
users); Rigour of Development (whether systematic methods (i.e. systematic review) 
were used to gather and synthesise the evidence, the strengths and limitations of the 
evidence, the links between the recommendations and the supporting evidence, 
whether the CPG was externally reviewed prior to publication, and whether a 
procedure for updating the CPG has been put in place); and Applicability (the barriers 
and facilitators to implementing the CPG, resources or tools to improve the uptake of 
its use, the resource implications (e.g. financial costs) of applying the CPG in practice, 
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and monitoring or auditing criteria for the CPG). For items within the Applicability 
domain, the author also documented whether CPGs made particular considerations 
for people without the language of the CPG was written in. 
Risk of bias judgements were made for all items across the four domains, by 
the author. Judgements were assessed as ‘low risk’ (the CPG provided sufficient 
information to satisfy the item), ‘high risk’ (the guideline provided insufficient 
information to satisfy the item) or ‘unclear risk’. The latter rating was given when 
potential bias could not be determined due to lack of information (Higgins, Altman & 
Sterne, 2011) within the CPG. When CPGs outlined their overall aims without outlining 
specific health questions this was rated as ‘low risk’. Any disagreements were 
resolved through discussion until consensus agreement was reached. 
  
Guideline data extraction  
Data extraction was conducted independently by the author. The data extracted from 
included CPGs were their characteristics (e.g. name of CPG, organisation that 
developed it, publication year, country of development and the funding body), and 
their recommendations on assessing pain in patients from ethnic minorities, 
particularly where language differences exist.  
 
Results 
Guideline identification 
The PRISMA flow diagram (see Figure 1) demonstrates the process by which CPGs 
were identified and selected. Searches of electronic and guideline databases 
produced 2516 records, 2345 after de-duplication. The 2248 records excluded on the 
basis of their titles and abstracts were either not CPGs or concerned an irrelevant 
topic. Ninety-eight records were read in full to assess their eligibility against the 
inclusion criteria. Of these, 90 records were excluded for the following reasons: seven 
records were not CPGs; full texts of two CPGs were  unavailable; two CPGs were not 
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available in English; 28 CPGs did not address pain assessment; one CPG did not 
address pain assessment in adults; 47 CPGs did not address pain assessment in 
people from ethnic minorities where language differences exist; and three CPGs 
mentioned difficulties in pain assessment among ethnic minorities, but failed to 
recommend what clinicians should do.  
Due to the lack of clarity about its CPG status, one CPG (Emergency care 
acute pain management manual, National Institute of Clinical Studies, 2011) was 
further discussed but as it included evidence-based recommendations aimed at 
optimising patient healthcare (Graham et al., 2011), it was agreed to include it. 
Additionally, one CPG (Pain Assessment and Management: Clinical practice 
guidelines, Winnipeg Regional Health Authority, 2012) was developed from another 
included in the review (Assessment and Management of Pain, Registered Nurses’ 
Association of Ontario, 2013), but since their content differed both were included. This 
gave a total of eight CPGs in the review.  
 
Guideline characteristics 
Characteristics of the included CPGs are presented in Table 1. All were published 
between 2010 and 2014, six had been updated (the latest versions were included in 
the review) and two were original versions. Four of the CPGs were developed in the 
USA, two in Australia and two in Canada. Two CPGs addressed pain assessment 
and management broadly, but the others had much narrower scopes: acute pain, 
chronic pain, pain within palliative care and emergency department settings, pain in 
the context of cancer, and pain among homeless people.   
 
 
 
 
18 
 
Results of literature search 
 
 
 
 
 
  
S
c
re
e
n
in
g
 
In
c
lu
d
e
d
 
E
li
g
ib
il
it
y
 
Id
e
n
ti
fi
c
a
ti
o
n
 
Records identified through 
database searching: 
(n = 2207) 
Records identified through 
guideline databases and 
association websites: 
(n = 309) 
Records after duplicates removed:  
(n = 2345)  
Records screened:  
(n = 2345) 
Records excluded:  
(n = 2248) 
Full-text articles excluded, with reasons:  
(n = 90) 
 
Not a CPG (n = 7) 
 
Full text unavailable (n= 2) 
 
CPG not available in English (n = 2) 
 
CPG did not address pain assessment 
(n = 28) 
 
CPG did not address pain assessment in 
adults 
(n = 1) 
 
CPG did not address pain assessment in 
adults from ethnic minorities where 
language differences exist 
(n = 47) 
 
CPG mentioned difficulties in pain 
assessment among ethnic minorities 
without recommendations 
(n = 3) 
Records assessed for 
eligibility:  
(n = 98) 
Full text CPGs considered 
for evaluation:  
(n = 8) 
CPGs included in review  
(n = 8) 
Figure 1: PRISMA flow diagram of included and excluded guidelines 
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Table 1  
Characteristics of guidelines included in the review 
 
Guideline development group 
 
Guideline name Publication year Country Funding body Status 
 National Comprehensive Cancer 
Network (NCCN) 
Adult cancer pain  2014 USA NCCN Foundation Updated 
Institute for Clinical Systems 
Improvement (ICSI 1) 
Assessment and management of 
chronic pain 
2013 USA ICSI Updated 
Institute for Clinical Systems 
Improvement (ICSI 2) 
Palliative care for adults 2013 USA ICSI Updated 
Registered Nurses’ Association of 
Ontario (RNAO) 
Assessment and management of 
pain 
 
2013 Canada Government of 
Ontario 
Updated 
Winnipeg Regional Health Authority 
(WRHA) 
Pain assessment and management: 
Clinical practice guidelines 
 
2012 Canada WRHA Updated 
National Health and Medical Research 
Council (NHMRC)  
 
Emergency care acute pain 
management manual 
2011 Australia NHMRC Original 
version 
National Health Care for the Homeless 
Council (NHCHC) 
Adapting your practice: 
Recommendations for the care of 
homeless adults with chronic non-
malignant pain 
 
2011 USA Not funded Original 
version 
 Australian and New Zealand College 
of Anaesthetists and Faculty of Pain 
Medicine (ANZCA & FPM) 
Acute pain management: Scientific 
evidence (third edition) 
2010 Australia ANZCA & FPM  Updated 
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Risk of bias guideline quality assessment 
Risk of bias evaluations for the CPGs are presented in Table 2. On the Scope and 
Purpose domain two CPGs (ANZCA & FPM, 2010; WRHA, 2012) were rated as unclear 
due to failing to provide information about the target population in the CPG’s opening 
paragraphs, which meant that further reading was required before this became 
apparent.  
On the Stakeholder Involvement domain five guidelines (NCCN, 2014; 
NHCHC; 2011; NHMRC, National Institute of Clinical Studies, 2011; RNAO, 2013; 
WRHA, 2012) were rated as high risk because they made no reference to consulting 
with patients or the public during the guideline development process. The last 
guideline (ANZCA & FPM, 2010) was rated as unclear because although it reported 
that public consultation took place, only healthcare professionals were documented 
as contributors to this process.  
In relation to Rigour of Development, the extent to which systematic methods 
were used to gather evidence was rated as high risk on two CPGs: the first CPG 
(NHCHC, 2011) used expert consensus only to gather its evidence and the second 
(NHMRC, National Institute of Clinical Studies, 2011) made no reference to how the 
included evidence was gathered. Two CPGs (NCCN, 2014; WRHA, 2012) were rated 
as unclear because they did not provide details of conducting systematic reviews to 
search for evidence, but provided a grading system that weighed up the strengths and 
limitations of the evidence. The last CPG (ICSI 2, McCusker et al., 2013) was also 
rated as unclear because although it stated that a systematic search of the literature 
was conducted and included the search terms that were used, the names of the 
databases searched were not documented. In terms of outlining the strengths and 
limitations of the evidence, two CPGs were rated as high risk (NHCHC, 2011; 
NHMRC, National Institute of Clinical Studies, 2011) because this could not be 
determined as the use of systematic methods was not documented. Three were rated 
as unclear. In the ICSI 2  (McCusker et al., 2013) CPG, the quality of evidence is 
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categorised as either high, moderate or low. Similarly, the quality of evidence in the 
NCCN (2014) CPG is categorised as high-level, lower-level or any level. However, 
neither CPG outlines the types of trial included for each category of evidence. The 
CPG by WRHA (2012) uses a grading system for its evidence, but does not include 
any supporting evidence to demonstrate where their overall recommendations have 
stemmed from. Therefore, the strengths and limitations of the evidence included 
cannot be ascertained. Similarly, for the above reasons the CPG by WRHA (2012) 
was also rated as high risk with regards to whether clear links were made between its 
supporting information and the recommendations given. In terms of whether CPGs 
had been externally reviewed by experts prior to publication, two (NCCN, 2014; 
NHMRC; National Institute of Clinical Studies, 2011) were rated as high risk because 
they did not document such details. Two CPGs (ANZCA & FPM, 2010; RNAO, 2013) 
were rated as unclear because although reviews were conducted the names and 
professional backgrounds of those involved were not reported. With regards to 
outlining the procedure for updating the guideline,  three CPGs (NHCHC, 2011; 
NHMRC, National Institute of Clinical Studies, 2011; WRHA, 2012) were rated as high 
risk because they failed to include this information.  
On the Applicability domain, the majority of CPGs were rated as high risk 
(ANZCA & FPA, 2010; NCCN, 2014; NHCHC, 2011; NMHRC, National Institute of 
Clinical Studies, 2011; WRHA, 2012) because they did not provide information of 
about possible barriers and facilitators to implementation. Two CPGs were rated as 
unclear (ICSI 1, Hooten et al., 2013; ICSI 2, McCusker et al., 2013) because although 
they stated that both barriers and facilitators to implementation were discussed as 
part of the guideline development process, only facilitators were documented. Two 
CPG (NCCN, 2014; NHMRC, National Institute of Clinical Studies, 2011) were rated 
as high risk because they did not provide advice  or tools on how their 
recommendations could be put into practice. In relation to whether the resource 
implications of the CPGs had been considered, seven CPGs (ANZCA & FPA, 2010; 
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ICSI 1, Hooten et al., 2013; ICSI 2, McCusker et al., 2013; NCCN, 2014; NHCHC, 
2011; NHMRC, National Institute of Clinical Studies, 2011; WRHA, 2012) were rated 
as high risk for not documenting whether or not this had happened. With regards to 
whether the included CPGs outlined monitoring and/or auditing criteria for their 
recommendations, four were rated as high risk (ANZCA & FPM, 2010; NCCN, 2014; 
NHCHC, 2011; NHMRC, National Institute of Clinical Studies, 2011) because they did 
not. 
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Table 2 
Risk of bias quality ratings across guidelines 
 Guideline development group 
AGREE II domains & items NCCN ICSI 1 ICSI 2 RNAO WRHA NHMRC NHCHC 
ANZCA & 
FPA 
 
Scope and Purpose 
 
Are the objectives clearly defined Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk 
 
Are the health questions covered by the 
guideline specifically outlined 
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk 
 
The population for whom the guideline is meant 
for has been outlined 
 
Low risk Low risk Low risk Low risk Unclear Low risk Low risk Unclear 
 
Stakeholder Involvement 
 
The guideline development group includes 
individuals from all professional groups 
 
Low risk Low risk Low risk Low risk Low risk Low risk Low risk Low risk 
The views and preferences of the target 
population (patients, public) have been sought 
 
High risk Low risk Low risk High risk High risk High risk High risk Unclear 
 
Rigour of Development 
 
Systematic methods were used to search for 
evidence 
 
Unclear Low risk Unclear Low risk Unclear High risk High risk Low risk 
The strengths and limitations of the evidence 
are clearly described 
 
Unclear Low risk Unclear Low risk Unclear High risk High risk Low risk 
There is an explicit link between the 
recommendations and the supporting evidence  
 
Low risk Low risk Low risk Low risk High risk Low risk Low risk Low risk 
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The guideline has been externally reviewed by 
experts prior to publication 
 
High risk Low risk Low risk Unclear Low risk High risk Low risk Unclear 
A procedure for updating the guideline is 
provided 
Low risk Low risk Low risk Low risk High risk High risk High risk Low risk 
 
 
Applicability 
 
The guideline describes barriers and facilitators 
to its application 
 
High risk Unclear Unclear Low risk High risk High risk High risk High risk 
The guideline provides advice and/or tools on 
how the recommendations can be put into 
practice. 
 
High risk Low risk Low risk Low risk Low risk High risk Low risk Low risk 
The potential resource implications have been 
considered 
 
High risk High risk High risk Low risk High risk High risk High risk High risk 
The guideline presents monitoring and/or 
auditing criteria 
High risk Low risk Low risk Low risk Low risk High risk High risk High risk 
 
Note: abbreviations in column 1 of table 1. 
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Guideline recommendations 
The recommendations from the eight CPGs on conducting pain assessment among 
people with ethnic minorities where language differences exist are presented in Table 
3.  
 
Pain assessment considerations 
The majority of recommendations were supported by evidence from lower quality 
studies, clinical experience, or expert consensus. Only one recommendation  (RNAO, 
2013), which stated that anyone with any type of pain should receive a comprehensive 
pain assessment (this necessarily includes people from ethnic minorities), was 
supported by evidence from a randomised control trial.  
Three CPGs  (NCCN, 2014; RNAO, 2013; WRHA, 2012) made 
recommendations about what the role of culture and ethnicity in  comprehensive pain 
assessment. However, of these, none provided further information or examples of 
how clinicians should assess these in relation the patient’s pain experience. One CPG 
(AZCA & FPM, 2010) recommended that clinicians are aware of patient factors that 
contribute to sub-optimal pain assessment, but did not explain what actions clinicians 
should take to respond to this. This CPG also recommended what clinicians should 
do to avoid negative biases when conducting pain assessment in this context, but 
failed to provide clear details of how clinicians should carry out the recommended 
suggestion.  
In terms of additional adaptations to the pain assessment process, three  
CPGs (ICSI 1, Hooten et al., 2013; ICS 2, McCusker et al., 2013; NCCN, 2014)  
recommended using interpreters when assessing pain in patients with a different 
language to the consulting clinician. However, only one CPG (ICSI 2, McCusker et 
al., 2013) gave specific best practice guidance on how clinicians should use 
interpreters in this context.  
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Pain assessment scales 
When selecting appropriate scales for assessing pain among patients from ethnic 
minorities, two CPGs (ANZCA & FPM, 2010; RNAO, 2013) gave recommendations 
and six did not (ICSI 1, Hooten et al., 2013; ICSI 2; McCusker et al., 2013; NCCN,  
2014; NHCHC, 2011; NHMRC, National Institute of Clinical Studies, 2011; WRHA, 
2012).  
With regards to the pain assessment scales the CPGs recommended for use, 
six CPGs (ANZCA & FPM, 2010; ICSI 1, Hooten et al., 2013; NCCN, 2014; NHCHC, 
2011; NHMRC, National Institute of Clinical Studies, 2011; RNAO, 2013) 
recommended using the Faces Pain Scale - Revised (Hicks et al., 2001); three 
recommended using the Brief Pain Inventory (Cleeland, 1989) which is available 
online in many but not all languages; and two (ANZCA & FPM, 2010; WRHA, 2012) 
recommended using translated versions of the Numerical Rating Scale (British Pain 
Society, 2006) which have several European languages. One CPG (ANZCA & FPM, 
2010) recommended using the Visual Analogue Scale (Jensen & Karoly, 2011), if the 
terms for the anchors of the scale were chosen carefully. However, this CPG provided 
no further information of what terms would be suitable and how to translate them 
effectively. Another CPG recommended using the Verbal Rating Scale (Jenson & 
Karoly, 2011). However, this was specifically in relation to assessing pain among 
patients from Aborigine and Torres Strait Islanders groups. All but one CPG (ICSI 1, 
Hooten et al., 2013)  did not suggest alternative options for pain assessment if patient 
self-report was not possible. 
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Table 3 
Recommendations for pain assessment among people from ethnic minorities where language differences exist 
Guideline reference 
 
Ethnic minority group as 
defined by guideline 
 
Recommendations for clinicians to guide pain assessment 
Recommended pain 
assessment scale(s) 
 
NCCN (2014) Patients with language 
or cultural differences  
 
 Comprehensive pain assessment should involve the patient’s cultural beliefs 
about pain experience, pain expression and pain treatment  
 
 Clinicians should be aware of the impact of cultural and linguistic diversity during 
comprehensive pain assessment.  
 
 Clinicians should use trained interpreters.  
 
 Faces Pain Scale* + 
ICSI 1 (Hooten et al., 2013) Patients for 
whom English is 
a second 
language or who 
are non-English-
speaking 
 Allow sufficient time for assessment* 
 
 Comprehensive pain assessment should involve identification of potential barriers 
that could interfere with the pain assessment process such as language barriers. 
By identifying these early on, clinicians are better able to problem-solve around 
what can and cannot be done to manage this.* 
 
 Clinicians should use language interpreters.* 
 
 Clinicians should use the following indicators of pain to inform pain 
assessment in the following hierarchy of importance: patient self-report, 
pain-related behaviours (e.g., grimacing), reports of pain given by family 
members or carers and physiological measures (vital signs) of pain.* 
 
 Clinicians should only use behavioural or physiological measures of pain 
when no suitable alternative exists.* 
 
 Faces Pain Scale* + 
 
 Brief Pain Inventory + 
 
ICSI 2 (McCusker et al., 
2013) 
Patients for whom 
English is a second 
 Clinicians should understand that not all assessment measures such as pain 
assessment scales are universal. Therefore, clinicians should use terms that are 
culturally relevant.*  
- 
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language or who are 
non-English-speaking 
 
 Clinicians should use existing best practices of using professional medical 
interpreters:1) meet interpreters prior to the meeting the patient to prepare 
them; 2) inform the interpreter and patient that information discussed will 
be translated word for word; 3) clinicians should pause to allow the 
interpreter to translate after each complete statement is made; 4) clinicians 
should speak directly to the patient or their family member (e.g. when 
asking about pain) rather than the interpreter; 5) clinicians should meet 
with interpreters after the meeting to debrief them; and 6) clinicians should 
establish good relationships with medical interpreter companies.*  
RNAO (2013) 
- 
 Clinicians should select pain assessment scales that are developmentally and 
culturally appropriate to the population they are working with.* 
 
 The pain assessment scale selected should be available in multiple languages or 
it should easily translatable.*   
 
 Clinicians should perform a comprehensive pain assessment on anyone that 
reports any type of pain. ***  
 
 Clinicians should be aware that a comprehensive pain assessment is influenced 
by the person’s ethnicity, culture, illness, level of disability, age, developmental 
stage, education level or cognitive status, ability to communicate, biology, 
previous experiences with pain and reluctance to report pain. * 
 
 Faces Pain Scale + 
 
 Brief Pain Inventory + 
 
 
WRHA (2012) 
 
 
 
 
 
Adults where English is 
not their first language 
 Comprehensive pain assessment should involve assessment of the physical, 
psychological, social, cultural and spiritual components of pain.* 
  
 Brief Pain Inventory +  
 
 Translated versions of 
the Numerical Rating 
Scales developed by 
the British Pain 
Society* + 
NHMRC (National Institute 
of Clinical Studies, 2011)  
 
Adults who speak a 
different language  
 Clinicians should be aware that a person’s perception of their pain may be 
influenced by their culture, past experiences of pain, their ability to cope with pain 
and their beliefs.  
 Faces Pain Scale + 
 
29 
 
NHCHC (2011) Patients with language 
barriers 
 
- 
 Faces Pain Scale + 
ANZCA & FPA, 2010 Aboriginal and Torres 
Strait Islander peoples 
 
 
 
 
 
Different ethnic and 
cultural groups 
 
 
 
 Clinicians should be aware that pain may be under-reported in this patient 
group**  
 
 
 
 
 Clinicians should be aware that language and cultural factors may affect a 
patient’s communication*. 
 
 Clinicians should consider language and cultural factors when selecting an 
appropriate pain assessment scale to use.*  
 
 Clinicians should not stereotype patients from different ethnic and cultural groups 
based on observed differences, as this could lead to assumptions about 
responses to pain or pain therapies; pain assessment should always be 
conducted on an individual patient basis.* 
 
 Verbal Rating Scale**  
 
 Visual Analogue Scale 
with carefully chosen 
anchor terms*  
 
 
 Faces Pain Scale + 
 
 Numerical Rating Scale 
- translated versions 
developed by the 
British Pain Society.* + 
 
 
Note: see column 1 table 1 for abbreviations. * Evidence from clinical experience and/or expert consensus, **Evidence from observational studies, *** Evidence from 
randomised control trial, + pain assessment scale has been translated into multiple languages.
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Discussion 
The current systematic review examined the quality of eight CPGs that addressed 
pain assessment among patients from ethnic minorities whose language is not shared 
with the clinical staff. The review also examined the recommendations from each CPG 
on pain assessment, with the aim of identifying examples of best practice for 
clinicians.   
 
Summary of guideline quality  
Consultation with patients during guideline development 
One of the key findings of the review was in relation to o Stakeholder Involvement, as 
the majority of CPGs did not consult with patients during guideline development, or it 
was not clear from the information provided whether this process had taken place. 
This is a significant limitation for pain assessment within this context because if one 
of the tasks of the assessment is for clinicians and patients to identify a suitable, 
shared language for pain, who better than to ask the patients themselves?  
Interestingly, the two CPGs that did consult with patients were developed by 
the same guideline development group. The ICSI 1 CPG (Hooten et al., 2013) 
conducted focus groups with chronic pain patients. These involved group discussions 
about the impact of living with chronic pain on patients’ lives; what patients did to 
manage their pain; what patients expected the role of their treating clinician to involve; 
and patients’ perspectives and understanding of available treatment options. The 
content from the discussions were then fed back and incorporated into the guideline 
development process. The ICSI 2 CPG (McCusker et al., 2013) included a patient 
representative as part of the guideline development group, therefore the patient 
perspective was embedded throughout all stages of the guideline development 
process.  
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These two examples clearly illustrate that incorporating patient perspectives 
within guideline development is possible to do, and therefore should be taken into 
consideration by guideline development groups when preparing future CPGs.   
 
Guideline objectives and methods used to gather evidence  
 All CPGs clearly outlined their Scope and Purpose within their opening paragraphs. 
A benefit of this for clinicians working in busy clinical environments is that the most 
relevant CPGs can be promptly identified for use without unnecessary delays (Lee, 
Yamada, Kyololo, Shorkey & Stevens, 2014).  
 Despite this, the quality of the CPGs was mixed with regards to Rigour of 
Development, with over half of the CPGs not including details of, or not clearly 
explaining, the methodological process involved in gathering their evidence. This 
includes documenting whether systematic methods were used to develop supporting 
evidence; outlining how the quality of the evidence was determined; and whether the 
included evidence for each CPG was externally reviewed prior to publication 
Therefore, even if a CPG is easily identifiable, if the validity of the information it 
provides is limited, its usefulness is questionable.  
 
Implementation of guidelines within clinical practice  
The overall quality of CPGs in relation to Applicability in clinical settings was relatively 
poor. However, a particular area of neglect was that the majority of CPGs failed to 
consider the potential resource implications involved with guideline implementation. 
The one CPG (RNAO,  2013) that did address this highlighted the necessary 
resources for appropriate implementation of their pain assessment recommendations 
(e.g. having appropriate staffing levels, having a range of pain assessment and 
educational tools and providing ongoing training in pain assessment and 
management for clinicians) and outlined their cost implications.  
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Considerations about guideline implementation are particularly important 
because CPGs are more likely to be adopted when the implementation strategies are 
practical and clearly defined (Glasziou & Haynes, 2005). However, ensuring that 
adequate guideline implementation occurs is not as simple as it may appear and 
failure to provide sufficient implementation recommendations is not unique to the 
CPGs in this review. In a systematic review (Alonso-Coello et al., 2010) that evaluated  
the quality of 626 CPGs (using the AGREE II in its original form) over the past 20 
years across multiple health disciplines (e.g. oncology, psychiatry paediatrics), 
guideline Applicability has remained consistently poor. This suggests that ensuring 
adequate guideline implementation is a complex endeavour and is likely to be beyond 
the scope of the expertise of the guideline development group (Alonso-Coello et al., 
2010). 
  
Accessibility of the guidelines for patients where language differences exist   
Surprisingly, none of the CPGs made any reference to how people without the 
language of the CPG could use them, or considered what, if any, are the adaptations 
that would need to be made for this to be possible. Therefore, even though the CPGs 
made recommendations on pain assessment among patients where language 
differences exist, if the guidelines themselves are inaccessible to patient groups from 
ethnic minority language communities, their usefulness is questionable. Given the 
focus of this review, this is a further limitation in the quality of the included CPGs.  
 
Summary of guideline recommendations  
Overall, in comparison to the depth and breadth of each CPG, rather few 
recommendations for pain assessment were made. They were often based on low 
quality evidence or expert consensus rather than evidence, which of course may be 
lacking. The gap, however, also reinforces the negative discourses during times of 
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austerity that the healthcare needs of people from ethnic minorities is an area of less 
importance (Napier et al., 2014). 
 
Pain assessment considerations  
Despite covering acute pain (ANZCA & FPM, 2010) chronic pain (ICSI 1, Hooten et 
al., 2013) and pain overall (RNAO, 2013), these three CPGs all recommended that 
comprehensive pain assessment should address the impact of the patient’s ethnicity 
on their experience of pain. This recommendation is consistent with current evidence 
that suggests that a biopsychosocial approach to pain assessment, which considers 
factors beyond the patient’s pain itself, should be adopted (Dansie & Turk, 2013). 
However, of these, the recommendation by the ICSI 1 (Hooten et al., 2013) CPG 
should be deemed as superior because it was rated as low risk of bias on all items in 
relation to Scope and Purpose, Rigour of Development and Stakeholder Involvement 
(including consultation with patients during guideline development).  
Similarly, of the three CPGs that recommended using interpreters for pain 
assessment of patients (or family members or carers) that do not speak the same 
language as the clinician, again the recommendation from the ICSI 1 (Hooten et al., 
2013) CPG would be deemed the best for the reasons outlined above. Despite this, 
the ICSI 2 (McCusker et al., 2013) CPG provides a better description of how clinicians 
should use interpreters within this context. However, caution must be exercised if 
using these recommendations because this CPG was rated as having unclear risk of 
bias for the extent to which systematic methods were used to gather its evidence.     
Differences in the recommendations given across the CPGs were also noted. 
One CPG (ANZCA & FPA, 2010) recommended that clinicians should be mindful of 
the underreporting of pain among patients from ethnic minorities, and should refrain 
from negatively stereotyping these patients on the basis of their ethnicity. This is 
consistent with studies documented in existing literature reviews (e.g. Anderson. et 
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al., 2000) on patient and clinician factors contributing to ethnic minority disparities in 
pain assessment and treatment.  
 
Pain assessment scales 
Of the two CPGs that highlighted the importance of selecting culturally and 
developmentally appropriate pain assessment scales, the ANZCA and FPM (2010) 
CPG should be considered as superior because systematic methods were used to 
gather its evidence and there was an attempt to consult with patients (the other did 
not) during guideline development, although it was not clear how the feedback was 
incorporated. 
 The ICSI 1 (Hooten et al., 2013) CPG (which was rated superior to other CPGs 
in terms of low risk of bias) recommended using the Faces Pain Scale - Revised 
(Hicks et al., 2001) and the Brief Pain Inventory (Cleeland, 1989). These were also 
the most commonly recommended by all CPGs. Translated versions of the Numerical 
Rating Scale were the third most commonly recommended scale, all of which have 
been used to assess pain among patients from ethnic minorities with limited or no 
English, with documented success (e.g. Kim & Buschmann., 2006; Stuppy, 1998; 
Taylor & Herr, 2003). For instance, In a study in Kenya,  Swahili-speaking patients 
demonstrated good comprehension for Swahili translated versions of the Numerical 
Rating Scale and the Faces Pain Scale - Revised (forwards and backwards translation 
only) and both scales were deemed as acceptable by patients for assessing pain 
(Huang, et al., 2012). However, the sample size (15) was small. The Brief Pain 
Inventory (which uses Numerical Rating Scales, but has more questions) has been 
used to assess pain severity and the impact of pain on daily functioning among 
patients from ethnic minorities with chronic health conditions such as cancer and AIDS 
(Breitbart et al., 1998), and it is available in many languages, free, from its website. 
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Limitations of recommendations  
The recommendations given had several limitations that need to be taken into 
consideration. Firstly, the majority of recommendations were vague. Some outlined 
what clinicians should not do rather than what they should do, and those that did 
explain what clinicians could do to assess pain failed to give specific details about 
what these actions would look like in practice. An example of this is the 
recommendation of using carefully chosen anchor terms if using the Visual Analogue 
Scale to assess pain (ANZCA & FPA, 2010). It is unclear from this information how a 
clinician should go about doing this and inadvisable for reliability that clinicians should 
choose rather than using standard forms. Similarly, anchor terms deemed appropriate 
by the clinician may not make sense to the patient – hence the importance of user 
consultation or involvement in writing the guidelines.  
Vague recommendations are problematic because they increase the 
likelihood of CPG non-compliance (Michie & Johnston, 2004); can lead to inconsistent 
patient care (Pope, 2003); and may be used but interpreted with existing negative 
biases (Hirsh et al., 2010). Therefore, to improve the clarity of CPG recommendations, 
which in turn may improve implementation, recommendations need to be provided 
ready to use (like the British Pain Society’s recommended pain scales in various 
languages – they are ready to download and print) and made more behaviourally 
specific: this includes providing explicit step-by-step details of what actions needs to 
be carried out; details of who needs to do it or who else needs to be involved; and 
where and when certain actions will take place (Michie & Johnston, 2004).  
Although the majority of CPGs recommended using the Faces Pain Scale - 
Revised (Hicks et al., 2001) and there is evidence to suggests its utility in this context, 
since it was developed for use with children, some adult patients with pain may find 
the scale patronising. The scale has also been criticised for measuring constructs 
other than pain intensity, such as pain affect (McGrath, Seifert, Speechley, & Booth, 
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1996) or mood more generally (Herr, Mobily, Kohout & Wagenaar, 1998), since the 
faces show emotional expressions from happy to very distressed.  
In a study that examined the reliability and validity of the Faces Pain Scale – 
Revised, the Iowa Pain Thermometer, the Verbal Descriptor Scale and the Numerical 
Rating Scale, for assessing pain intensity among older adults from ethnic minorities, 
low correlations were found between the Faces Pain Scale – Revised  and all other 
scales (Ware, Epps, Herr & Packard, 2006), suggesting that it is measuring other 
variables as well as pain. There are other problems with this scale and with pain 
assessment scales that use faces generally. For instance, patients are not always 
able to place the faces in the correct order of pain intensity when asked to rank them 
(Herr et al., 1998). Similarly, patients often misunderstand the scale as a request to 
select the face they prefer (e.g. the smiling face that represents no pain) or the face 
they would like theirs to be (Chambers, Giesbrecht, Craig, Bennett & Huntsman, 
1999), and this is difficult to check across a language gap. However, this is likely to 
be more problematic among patients from countries where there are stronger social 
norms about whether, how, and to whom it is acceptable to express emotions. For 
instance, in Thailand there is an increased social pressure to attenuate one’s negative 
emotions, appear happy and  not cause distress to others (this is known Kreng jai, 
which means ‘awe heart’), particularly to those of senior status (McCarty, Weisz,  
Wanitromanee, Eastman, Suwanlert, Chaiyasit & Brotman, 1999) such as clinicians.   
Irrespective of the pain assessment scale chosen, the scales need to be 
developed in collaboration with and then further tested on the target population to 
select the best version and to develop data on reliability and validity. The Brief Pain 
Inventory (which can be accessed online), for instance, is a good example of thorough 
work to produce useable, reliable, and valid versions of a pain assessment scale in 
different languages.  
.  
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Limitations of review 
The current review has several limitations that should be taken into consideration 
when drawing conclusions from the results. Firstly, the review was limited to CPGs 
that were published in English or had been translated into English. Given the focus of 
this review and the limited number of CPGs that met the inclusion criteria, there may 
be non-English language CPGs with useful information on pain assessment practices 
for patients who do not share language with the clinician. Despite this, English is a 
common language that is spoken in many countries worldwide, so it is likely that 
relevant CPGs from other countries would have been published in English. Another 
limitation is that the majority of CPGs could only be obtained by searching guideline 
databases and association websites, and these are not as complete as the electronic 
databases are for academic literature. Therefore, relevant CPGs on professional 
association websites not searched may have been missed. Similarly, this review 
relied on information on CPGs being made publically available (Nuckols et al., 2014), 
thereby missing two CPGs from association websites that required membership in 
order to gain access.  
Although the non-standard approach used to rate the quality of the CPGs 
avoided some of the problems with using quality rating scales that provide an overall 
assessment score, a limitation of this approach is that it cannot be compared to other 
systematic reviews of CPGs that have used different rating scales to assess quality, 
such as the AGREE II in its original form. Despite this, neither method of quality rating 
is perfect and the approach adopted was chosen to balance the cost and benefits of 
each method.  
 
Clinical implications and future research  
The findings from this review suggest that pain assessment among people from ethnic 
minorities where language differences exist is seriously neglected for such an 
important concern. Despite over a decade’s worth of research demonstrating that 
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ethnic minority disparities in pain assessment and treatment exist, recommendations 
from CPGs do not adequately address what can be done to tackle this. Where 
recommendations are vague or not behaviourally specific  (Michie & Johnston, 2004) 
they are less likely to be implemented by clinicians. The implication of this is that 
clinicians will be left to improvise, which not only makes patient care inconsistent but 
increases the likelihood of negative biases operating, such as the tendency to 
underestimate pain of others (De Ruddere, Goubert, Stevens, Williams, & Crombez, 
2013; Kappesser, Williams, & Prkachin, 2006) particularly in patients from ethnic 
minorities (Drwecki, Moore, Ward, & Prkachin, 2011; Staton et al., 2007) that already 
disadvantage them.  
Similarly, the implications of not having clear guidance on pain assessment in 
this context can be detrimental to patient wellbeing, particularly within emergency 
settings where the patient is more likely to be unaccompanied by friends or family who 
can interpret. For instance, in a study conducted in the USA, patients with limited 
English proficiency in emergency settings were more likely to experience adverse 
events (e.g. which ranged from temporary physical harm to death) than English-
speaking patients, and this was attributable to communication barriers (Divi, Koss, 
Schmaltz & Loeb, 2007). Therefore, without clear recommendations to follow, the 
health needs of this group are at a further disadvantage.   
This review also highlights the need for improvements to be made in the 
presentation of CPGs. For instance, some of the included CPGs were very lengthy 
(e.g. ANZA & FPA., 2010), and this has been cited as a reason for CPG non-
compliance (Carthey, et al., 2011). As a result, CPGs need to be made shorter and 
more accessible. Examples of how to do this includes using visual, treatment option 
grids (Elwyn et al., 2013) and easy-read summaries of CPGs like those produced by 
the NICE (Greenhalgh, et al., 2014). Irrespective of the approach chosen, translated 
versions for people that speak a language different to that of the CPG should be 
created.   
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As the majority of CPG recommendations were based on expert consensus 
and a small number of studies that were low quality, more research on pain 
assessment practices and the use of pain scales in different minority groups is 
needed.  Psychometric and linguistic translation (as recommended by Sousa & 
Rojjanasrirat, 2011) of pain assessment scales with these target groups is optimal. 
However, this is not always possible due to the financial requirements for translation. 
To ensure that people being treated for pain (where language differences exist) use 
the scales in the way clinicians intended, researchers have examined the use of well-
established pain scales among particular ethnic groups. For instance, in a study 
conducted in Refugee camps in Sierra Leone that examined the quality of the 
Numerical and Verbal Rating Scales for assessing pain (scales were translated into 
Krio for non-English-speaking patients where necessary) among patients in a post-
conflict setting, the majority of patients used the scales consistently as they were 
intended to be used (Williams, Rajput-Ray, Lassalle, Crombie & Lacoux, 2011). This 
research demonstrated that patients found it manageable to quantify their pain 
intensity in this way. Therefore, more research of this kind could be a good starting 
point. 
 
Conclusion 
This current review examined the quality of, and the recommendations provided by, 
eight CPGs on pain assessment among patients from ethnic minorities who do not 
share the language of clinical staff. The results were very disappointing. Several of 
the CPGs were of low quality, and the majority provided limited recommendations that 
were vague and not behaviourally specific.    
 Although it is the responsibility of all clinicians to offer comprehensive pain 
assessment across language and cultural differences, CPGs are written to try to move 
the field forward to ensure that clinicians are using the best evidenced-based 
practices available. All of the included CPGs recognised the importance of this and 
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attempted to address pain assessment in this context. However, none of them 
concluded that it was absolutely essential as a highest priority to tackle this issue. If 
they had, this may have influenced funders or government bodies which commission 
such exercises. Therefore, this is a political issue as much as a research and moral 
one. Updating the CPGs with the involvement from relevant patient groups or ethnic 
minority advocacy groups who are concerned with health may be a good place to 
begin tackling this significant issue.  
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Abstract 
Background: Patients with chronic pain find it hard to convey their experience of pain 
in medical consultations. Visual images may communicate experience in a way which 
language cannot. Aim: To examine the impact of using images of pain on patients’ 
and clinicians’ nonverbal communication and how personal patients’ emotional 
disclosures were during pain consultations. Method: Thirty-five video-taped chronic 
pain consultations were used (17 patients had consultations with images and 18 did 
not). Ten clinicians conducted consultations in both groups. Using fixed-interval 
sampling, coders rated perceptions of patients’ and clinicians’ affiliation and 
dominance behaviours using the Interpersonal Grid (Moskowitz & Zuroff, 2005); how 
personal patients’ emotional disclosures were; and whether or not the images were 
actively used in consultations. Results: In consultations with images, behavioural 
correspondence (mirroring behaviour) between patients’ and clinicians’ positive 
affiliation behaviours was observed, and patients made more personal emotional 
disclosures when the images were used compared to when they were not used in the 
consultation. Behavioural reciprocity (mismatching behaviour indicative of status 
differences) between patients’ and clinicians’ dominance behaviours was not 
observed in either consultation. No differences were found between consultations with 
and without images for rates of patients’ or clinicians’ affiliation and dominance 
behaviours, and patients’ emotional disclosures over the course of the consultations. 
Conclusions: Using images in pain consultations largely failed to demonstrate a 
beneficial impact on the nonverbal communication of patients and clinicians. 
However, some benefit was found: pain images facilitated patient-clinician 
behavioural correspondence and patient emotional disclosure. The findings will be 
used to inform further research on verbal and nonverbal communication in pain 
consultations and the use of visual images. 
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Introduction 
According to the International Association for Pain (IASP), pain can be described as 
“an unpleasant sensory and emotional experience, associated with actual or potential 
tissue damage, or described in terms of such damage” (Merskey & Bogduk, 1994). 
This definition suggests that a person’s pain should be acknowledged and attended 
to, irrespective of whether there is physical evidence to determine its presence. 
Despite this, the invisibility of pain can make it difficult for patients to put their pain 
experiences into words (Main, 2014). This can cause patients to experience anger 
and resentment, due to feeling disbelieved and dismissed by clinicians (Pither, 2002).  
Chronic pain is a common health problem in the UK that is associated with 
disability, psychological distress (Williams, Eccleston & Morley, 2012), and increased 
use of healthcare services (Breivik, Collett, Ventafridda, Cohen & Gallacher, 2006). 
In terms of conceptualising pain, the gate control model (Melzack & Wall, 1965) 
highlighted the importance of emotional, sensory and motivational factors within pain 
experience. This led to the development of the biopsychosocial model of pain, which 
describes pain as occurring as a result of a dynamic interaction between 
physiological, psychological and social factors (Gatchel, McGeary, McGeary, & Lippe, 
2014). Therefore, appropriate treatment for chronic pain relies heavily on a 
comprehensive assessment of biological, behavioural and psychosocial aspects of 
the pain (Dansie & Turk, 2013). This includes assessing the impact of pain on 
emotional state (e.g. anxiety, depression), as well as  how the patient makes sense 
of his or her pain (Dansie & Turk, 2013). Therefore, communicating pain is pertinent 
to pain assessment and subsequent treatment.  
    
Using visual imagery to communicate pain 
Due to the difficulties in using language to communicate pain (Padfield, 2002; Pither, 
2002), alternative media, such as visual imagery, have been explored. For instance, 
visual images (e.g. paintings) have been shown to aid clinicians’ understanding of 
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their patients’ pain (Wikström, 2003). Similar findings have been observed by 
Padfield, Janmohamed, Zakrzewska, Pither and Hurwitz (2010), who conducted a 
study that investigated the use of photographic images (depicting different pain 
qualities including sensation, temperature etc.) within pain consultations. In this study, 
the majority of clinicians (including doctors) felt that the images had a positive impact 
on their communication with patients, as well as leading them to report a greater 
understanding of patients’ experiences of pain (Padfield et al., 2010). Likewise, the 
majority of patients reported that using pain images within consultations facilitated 
helpful dialogue with clinicians (Padfield et al., 2010).  
The use of images is identified with ideas based in narrative medicine. 
Narrative medicine highlights the importance of the clinician working alongside the 
patient, in order to hear their story about the impact of the illness on their lives, as well 
as attending to their expectations and fears (Charon, 2001). Therefore, images of pain 
may act as a useful communication tool for eliciting patients’ narratives about their 
pain experiences (Padfield, 2011), which in turn may facilitate discussions with 
clinicians about the emotional impact of the pain experience (Padfield, 2002, 2003; 
Padfield et al., 2010; Pither, 2002).  
The majority of research in this area has focused on the written narratives of 
patients. However, despite the proposed benefits, the evidence for narrative medicine 
is contradictory. In a meta-analysis  examining the effectiveness of patient written 
narratives on health outcomes, although improved physical health outcomes were 
found, the magnitude of the effects were small (Frisina, Borod & Lepore, 2004). 
Similarly, in a randomised controlled trial that examined the effects of written 
narratives for patients with chronic pelvic pain, a small benefit for pain intensity was 
found, but none were found for pain interference with daily functioning or the affective 
and sensory components of pain (Norman, Lumley, Dooley & Diamond, 2004). More 
recent systematic reviews (e.g. Paudyal et al., 2014; Meads & Nouwen, 2005) have 
found no benefits at all. These findings suggest that for some patients, sharing their 
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story by discussing the socio-emotional impact of their illness may not be helpful, or 
patients may be reluctant to fully disclose their experiences (Norman, et al., 2004). In 
light of these findings, further research in this area is needed.  
 
Discussing emotional concerns in medical consultations 
Despite the need for good communication between clinicians and patients, research 
has consistently shown that acknowledging the emotional experiences of patients in 
relation to illness is often not achieved, or is given very little attention within current 
medical practice (e.g. Levinson, Hudak & Tricco, 2013). For instance, among patients 
with chronic pain, a common recommendation for improving communication in pain 
consultations is for clinicians to pay greater attention to psychosocial and emotional 
aspects of the patient’s care (Laerum et al., 2006). This is particularly important 
because chronic pain negatively affects a person’s overall quality of life  (Laerum et 
al., 2006). In a systematic review (Levinson et al., 2013) of the strengths and 
weaknesses of surgeon-patient communication, several of the included studies found 
that surgeons spent minimal amounts of time discussing patient concerns (e.g. 
emotional experiences, social factors) that were unrelated to medical issues (Kain et 
al., 2009; Levinson & Chaumeton, 1999; Roter, Geller, Bernhardt, Larson, & Doksum, 
1999; van Dulmen & Bensing, 2000). Similarly, in a study that investigated 
opportunities for empathic interactions (within audio-recorded consultations) between 
oncology surgeons and patients with lung cancer, although patients presented 
surgeons with 384 empathic opportunities (patient statements that require an 
empathic response), surgeons responded empathically only 10% of the time (Morse, 
Edwardsen & Gordon, 2008). This was usually towards the end of the consultation, 
even though the patients had expressed concerns throughout (Morse, et al., 2008).  
Patients’ concerns about the nature of their health may cause them to 
experience a range of negative emotions (e.g. sadness, anger, worry etc.) that can 
have significant impact on their psychological wellbeing (Salmon, 2006). Although 
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disclosing emotions may lead to a temporary state of increased distress, many 
patients report that this dissipates after disclosure (Main, Buchbinder, Porcheret, & 
Foster, 2010). Therefore, discussing a patient’s emotional experience within medical 
consultations can help patients to find ways to regulate difficult emotions (Street, 
Makoul, Arora, & Epstein, 2009), which in turn may reduce distress (Duric, et al., 
2003).   
In a study examining GP responses to emotions among women with severe 
menstrual pain (Verheul, Sanders & Bensing, 2010), GPs were either 1) warm and 
empathic or cold and formal in their communication style; and either 2) raised positive 
expectations (e.g. GPs told patients that non-steroidal anti-inflammatory drugs 
(NSAIDs) reduced menstrual pain), or raised uncertain expectations of pain relief (e.g. 
GPs expressed their uncertainty of the effectiveness of using NSAIDs for menstrual 
pain). When GPs were warm and empathic, and gave positive expectations of 
NSAIDS, there was  a significant decrease in state anxiety among patients and an 
overall reduction in menstrual pain (Verheul et al., 2010). Similarly, Adams, Cimino, 
Arnold and Anderson (2012) examined how clinicians responded to patients’ 
expressions of negative emotions within a hospital (emergency department) 
admission encounter, and what impact this had on subsequent communication. 
Clinicians’ responses were put into three categories: ‘away’ responses (e.g. changing 
the subject) focused the conversation away from the patients’ emotion; ‘neutral’ 
responses (e.g. restating what the patient had said) focused the conversation neither 
towards nor away from discussions of emotions; and ‘toward’ responses (e.g. showing 
empathy) focused the conversation towards discussions about patients’ emotions 
(Adams et al., 2012). Neutral and toward responses from clinicians encouraged 
patients to continue to discuss their emotional experiences (e.g. worries) within the 
medical encounter; led patients to disclose information they had not been prompted 
to discuss (e.g. spiritual and social issues); led to greater clinician-patient alignment, 
and shared treatment goals; and led clinicians to be more supportive and empathic 
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towards patients (Adams et al., 2012). Clinician responses that moved ‘away’ from 
patients’ discussions of emotions negatively affected the clinician-patient relationship, 
by creating more distance between both parties, as well as an exchange of 
antagonistic remarks (Adams et al., 2012; Finset, 2012).   
In relation to chronic pain, patients often feel dissatisfied and deterred from 
making emotional disclosures when they feel communication is poor, or that their pain 
has not been understood (Padfield et al., 2010; Pither, 2002). This highlights the 
importance of discussing and acknowledging a patient’s emotional experience within 
pain consultations. Doing so may help facilitate rapport and enhance a patient’s faith 
in the clinician treating them and the wider healthcare system (Adams et al., 2012).  
 
Communication between clinicians and patients  
Communication between clinicians and patients is an area that has received attention 
within the literature, particularly doctor-patient communication in primary care. Some 
studies have reported that the quality of the communication is positively associated 
with health outcomes, patient satisfaction and treatment adherence (Hall, Roter & 
Katz, 1988; Roter, Hall & Katz, 1988; Stewart, 1995). Good communication between 
clinicians and patients leads to better identification of a patient’s needs; provides a 
means of offering patients the comprehensive medical information they require (Ha, 
Anat & Longnecker, 2010); and ensures that patients can appropriately act on any 
treatment recommendations they receive (Weinman, 2007). This supports some of 
the ideas proposed by De Haes and Bensing's (2009) model of medical 
communication, which identifies six key features of good doctor-patient 
communication: 1) fostering the doctor–patient relationship; 2) gaining information 
from the patient; 3) providing the patient with relevant information about their 
presenting symptoms; 4) facilitating shared decision making, (5) enabling health 
behaviours (e.g. that coincide with the treatment plan); and 6) responding to patients’ 
expressions of affect. The above features have an impact on proximal (e.g. patient 
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satisfaction, improved doctor-patient communication), immediate (e.g. patient 
adherence with treatment recommendations) and distal factors (e.g. improved patient 
health outcomes) (De Haes & Bensing, 2009). Good communication should also 
involve patients taking more of an active role in the consultation process (Harrington, 
Noble & Newton, 2004). In a systematic review of interventions aimed at improving 
doctor-patient communication by increasing patient participation, interventions that 
encouraged patients to ask doctors questions when necessary and clarify any 
information given to ensure understanding, were helpful in improving communication 
(Harrington et al., 2004) 
The most pertinent feature of good communication in pain consultations 
desired by patients is that their pain is acknowledged and taken seriously by doctors 
(Laerum, Indahl & Skouen, 2006). Patients favoured patient-centred communication, 
whereby doctors would continually seek out their perspectives or preferences within 
the consultation (Laerum et al., 2006). Patients also wanted to be given jargon-free 
explanations for the causes of their pain, and given reassurance from doctors as and 
when necessary (Laerum et al., 2006). Therefore, for chronic pain, although patient 
participation and patient-centred communication is important, the extent to which 
patients feel that their pain has been believed by the treating clinician outweighs this 
(Padfield, 2002; Pither, 2002).  
 
Nonverbal communication within a medical context  
Nonverbal communication is defined as any behaviour, whether intentional or 
unintentional (Finset & Del Piccolo, 2011) with no linguistic content (Knapp & Hall, 
2002). Within medical consultations, analysis of nonverbal communication can 
provide insight into how the clinician’s behaviour influences the patient and how the 
patient’s behaviour influences the clinician. Nonverbal communication has also been 
found to play an important role in conveying the affective components of 
communication in medical consultations (Finset & Del Piccolo, 2011), such as 
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expressions of empathy (Roter, Frankel, Hall & Sluyter, 2006). Despite the importance 
of nonverbal communication in interactions, the literature has focused mainly on 
verbal communication (Mast, 2007). One possible reason for this is that measuring 
nonverbal communication relies on directly observing (e.g. via video or audio 
recordings) clinical interactions (Henry, Fuhrel-Forbis, Rogers & Eggly, 2012), which 
can be time consuming and intrusive (Albrecht, Penner, Cline, Eggly & Ruckdeschel, 
2009). Similarly, many nonverbal behaviours are subtle and are often displayed 
without the participant’s conscious awareness (Cappella & Schreiber, 2006), making 
it difficult to reliably measure.   
Nonverbal communication can be assessed on two interpersonal dimensions, 
affiliation and dominance (Moskowitz & Zuroff, 2005). Affiliation refers to how 
individuals behave towards one another during an interaction (Kiesler, 1996) on a 
dimension from friendly to hostile; dominance refers to how individuals behave 
towards each other on a dimension from dominant to submissive, and is also used to 
describe an individual’s position within a social hierarchy (Burgoon & Dunbar, 2000). 
Nonverbal behaviours that signal high affiliation include close interpersonal distance 
between interactional partners, forward lean, open posture of arms and legs, direct 
gaze towards the partner’s face, smiling, head nodding, speaking in a soft  tone and 
pleasant facial expressions (Kiesler & Auerbach, 2003). Behaviours signalling high 
affiliation are likely to be mirrored (e.g. both partners in the interaction simultaneously 
nodding their heads) if there is a desire for interpersonal closeness and interaction 
(Lakin & Chartrand, 2003). Nonverbal behaviours signalling low affiliation include 
positioning the body away from one’s interactional partner (Schermuly & Scholl, 
2012), showing impatience (e.g. ignoring or not responding to emotional expression, 
talking quickly, huffing) and raising one’s voice (Moskowitz, 1994). High dominance 
behaviours include asymmetrical arms and legs, interrupting the other (Kiesler & 
Auerbach, 2003), postural expansion (taking up a large amount of space), backwards 
lean (Mehrabian, 1969) and speaking in a clear firm voice (Moskowitz, 1994). Low 
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dominance behaviours include postural constriction (shrinking body posture), speech 
errors (stuttering, repeating words), and speaking quietly (Tiedens & Fragale 2003). 
A detailed description of the different behaviours signalling high and low affiliation and 
dominance behaviours and the references from independent investigations (where a 
number of these behaviours have been validated) is provided in Schermuly and Scholl 
(2012). 
The extent to which the behaviour of two individuals in a dyad fit with one 
another is known as interpersonal complementarity (Tracey, Ryan & Jaschik-Herman, 
2001). The interpersonal circumplex model offers an empirically supported framework 
for analysing interpersonal complementarity within clinician-patient interactions 
(Kiesler & Auerbach, 2003). The model postulates that complementarity occurs via 
behavioural correspondence on the affiliation axis (i.e. high affiliation behaviours 
invites high affiliation behaviours from the other, and low affiliation behaviours invites 
low affiliation behaviours from the other), and behavioural reciprocity via the 
dominance axis (i.e. high dominance behaviours elicits low dominance behaviours 
from the other) (Kiesler & Auerbach 2003).  
Behavioural correspondence facilitates rapport and suggests increased liking 
for the other (Cialdini, 2001). Behavioural reciprocity is indicative of status differences, 
and within clinician-patient communication high dominance behaviours are generally 
displayed by the clinician and low dominance behaviours are generally displayed by 
the patient (Street & Buller, 1987). For instance, in a study that investigated nonverbal 
communication of clinicians and patients during medical consultations (Street & 
Buller, 1987), patients mirrored (behavioural correspondence) clinician behaviours 
signalling high affiliation (e.g. the more the clinician gazed the more the patient 
gazed), and did not mirror (behavioural reciprocity) clinician behaviours signalling high 
dominance (e.g. when clinicians took longer speaking turns, patients spoke less).  
The majority of research in this area has investigated patient and clinician 
affiliation and dominance behaviours in relation to patient satisfaction: which has 
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demonstrated that high clinician affiliation behaviours (Bensing, 1991); mutual levels 
of clinician and patient affiliation behaviours (Bertakis, Roter & Putnam, 1991); and 
less clinician dominance (Bertakis et al.,1991), are all positively associated with 
greater patient satisfaction with medical care. Nonverbal clinician behaviours 
signalling high affiliation are also positively associated with treatment adherence 
(Guéguen, Meineri & Charles-Sire, 2010; Aruguete & Roberts, 2002).  
 
Rationale for the study 
One of the key barriers of optimal pain management is asserted by patients to be 
ineffective communication about pain with clinicians (Dobkin, Sita, & Sewitch, 2006; 
Sale, Gignac, & Hawker, 2006). In relation to patients with chronic pain, research 
suggests that  a breakdown in communication can occur, due to patients feeling 
stigmatised by their condition and clinicians feeling powerless to intervene (Kenny, 
2004). Using visual imagery to depict qualities of a patient’s pain is one method 
researchers (e.g. Padfield, 2011; Padfield et al., 2010) have found that patients 
believe could help in improving communication with clinicians.  
The current study builds on work by Padfield et al. (2010) and Padfield, 
Zakrzewska and Williams (2015).  Using questionnaire methods, Padfield et al. (2010) 
examined the experiences of patients and clinicians, half of whom used photographic 
images that depicted qualities of and metaphors for pain as part of the consultation 
process, and conducted a qualitative analysis of their responses. Patients’ and 
clinicians’ responses fell into four main themes:  1) a broadening of verbal dialogue, 
predominantly a deepened discussion about the emotional impact of the patient’s pain 
experience; 2) a sense of there being an improvement in the clinician-patient 
relationship; 3) the limitations of using the pain images (e.g. the images failed to cover 
all qualities of pain that patients experienced); and 4) the practical benefits of using 
pain images in consultations in the future.   
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The follow-up study by Padfield et al. (2015) compared the ratings given by 
chronic pain patients and clinicians of their consultation experiences with and without 
photographic pain images, to determine whether images led to greater satisfaction 
within pain consultations, particularly with communication. Although both patients and 
clinicians reported that the use of images enhanced the consultation, no significant 
differences in ratings were found between the ratings of patients who had 
consultations with images compared to those without for satisfaction with the 
consultation; rapport with clinician; clinician understanding of pain; how well they felt 
able to communicate their pain; and success at arriving at a treatment plan. Similarly, 
clinician ratings (overall satisfaction; rapport with patient; how well they understood 
the patient’s pain; how well the patient felt understood; success at arriving at a 
treatment plan; and confidence in the plan) did not differ for consultations conducted 
with images when compared to those without images. However, ratings were 
generally high in both sets of consultations, producing little variance, and this may 
have obscured small differences. Similarly, the authors suggested that the images 
may have had an impact on clinician-patient nonverbal communication, which was 
beyond the scope of their study and therefore required further exploration.  
As nonverbal communication is pertinent during displays of affect, and using 
images of pain within pain consultations has been found to facilitate communication 
about the emotional impact of patients’ pain experiences (Padfield et al., 2010), the 
current study will explore the effects of using photographic pain images on the 
nonverbal communication of patients and clinicians, and on patient emotional 
disclosures (about pain and non-pain-related issues). The study will address the 
following research questions:  
 
Questions 1 - 2:  
Is there a difference between consultations with and without images in behavioural 
correspondence (between patients’ and clinicians’ affiliation behaviours) and 
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behavioural reciprocity (between patients’ and clinicians’ dominance behaviours) over 
the course of the consultations? 
 
Questions 3 – 5: 
Is there a difference between consultations with and without images (between-
subjects comparison) in patients’ affiliation and dominance behaviours, and how 
personal patients’ emotional disclosures are over the course of the consultations?  
 
Questions 6 – 7: 
Is there a difference between consultations with and without images (within-subjects 
comparison) in clinicians’ affiliation and dominance behaviours over the course of the 
consultations?  
 
Question 8: 
In consultations with images, do patients make more personal emotional disclosures 
when the images are present and used compared to when they are present but not 
used (within-subjects comparison)? 
 
Method 
Overview 
The current study used existing data from an ongoing larger study that has been 
registered (NIHR CRN Clinical Research Portfolio ID no 7451). Similarly, the current 
data set of video-taped consultations has been used in previous research by Padfield 
et al. (2010, 2015). Therefore, no new data was collected for this study. 
 
Participants  
Participants were included in the study if they were English-speaking, aged 18 and 
above, experiencing chronic pain and had the capacity to consent to participate in the 
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research. Participants who did not consent to having their consultation video recorded 
were excluded.  
The participants recruited for the study were 38 chronic pain patients, awaiting 
an initial assessment (of their pain) within a specialist pain clinic at an inner London 
teaching hospital. Eleven clinicians who worked in the pain clinic were also recruited. 
As the production of the images was still in progress at the start of recruitment, 
patients in the first round conducted their consultations (with clinicians) without pain 
images (control group) and patients in the second round conducted their consultations 
with the pain images (image group) once they were ready. Three control consultations 
were not included in this study. Two consultations were dropped because the clinician 
did not conduct any consultations with images. This was because she left the clinic 
before round two had begun. The third consultation was dropped because its 
recording was unavailable. Thirty-five clinician-patient dyads in total were therefore 
included in this study. Eighteen patients had consultations without images and 17 
patients had consultations with images. Ten clinicians (6 pain specialists; 1 surgeon; 
1 neurologist; 1 psychologist; and 1 pain physiotherapist) conducted all consultations 
and did at least one consultation with and without images. 
 
Power analysis 
A power analysis was conducted using G*Power 3 (Faul, Erdfelder, Lang & Buchner, 
2007) to determine the sample size needed to detect differences in patients’ affiliation 
and dominance behaviours between the image and control groups over the course of 
the consultations. Cohen’s f values of .03 (small effect) for affiliation and 1.81 (large 
effect) for dominance were obtained from a study by Moskowitz and Zuroff (2005). 
The power calculation at alpha of .05 and desired power of 0.8, yielded a sample size 
of 780 to detect an effect of consultation type on affiliation behaviours, and a sample 
size of four to detect an effect of consultation type on dominance behaviours. 
Obtaining a sample size of 780 was not feasible for this DClinPsy project. Similarly, 
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as the effect size was particularly small it may not be clinically meaningful within the 
current study’s patient and clinician population.  
 
Apparatus and materials 
Pain images  
Fifty-four images (measuring 142 x 105mm) that were designed to metaphorically 
depict qualities of patients’ pain (Padfield, 2003) were used for the image group. The 
photographic images predominantly featured objects that were representative of pain 
experience. For instance, sparks between electrical wires (see figure 1), or a knife 
piercing through a strawberry (see figure 2) with red juice pouring out. However, some 
of the images were more symbolic, abstract and ambiguous, which allowed for the 
projection of different emotions on to the image, which were not necessarily the same 
for any two viewers (Padfield et al., 2015). Despite this, some of the images could be 
deemed by the viewer as both representative of pain experience and symbolic. For 
instance, even apparently literal images such as barbed wire can have associations 
such as torture (Amnesty International logo www.amnesty.org.uk/) that may be 
conveyed intentionally or unintentionally as part of the pain experience (Padfield et 
al., 2015).   
The photographic images were co-created by a trained artist Deborah Padfield 
(DP, Research Associate) and five patients with chronic facial pain (not included in 
this study). The images were laminated and presented as separate cards. 
 
Recorded consultations  
Ceiling mounted cameras (operated by the ‘SMOTS camera system’) within the 
consultation rooms were used to record all consultations. These cameras were 
controlled from a central AV room.  
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Interpersonal grid 
The interpersonal grid (IG) was used to assess the perceptions of patients’ and 
clinicians’ affiliation and dominance behaviours across the consultations, and has 
good reliability and validity (Moskowitz & Zuroff, 2005). Using multilevel modelling 
(maximum likelihood estimation), validity was investigated in Moskowitz and Zuroff’s 
(2005) study by assessing the effect of perceived affiliation and dominance 
behaviours (as measured by the IG) on portrayed affiliation and dominance 
behaviours (displayed by actors in vignettes of supervisors giving feedback to 
employees). The results demonstrated that IG ratings of perceived affiliation were 
higher when higher levels of affiliation were portrayed by actors (F (1, 2545) = 
1,696.98, p = .001). Similarly, IG ratings of perceived dominance behaviours were 
Figure 1. Photograph by DP, from the series Perceptions of Pain, 2001-2006. 
Figure 2. Photograph by DP, from the series Perceptions of Pain, 2001-2006. 
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higher when higher levels of dominance behaviours were portrayed by actors (F (1, 
2545) = 4,397.84, p = .001).  
Using the intraclass correlation coefficient (ICC), Moskowitz and Zuroff (2005) 
also assessed the correlation between perceiver’s affiliation and dominance scores 
across three different time points. Low correlations (<0.75) for affiliation (ICC = .40) 
and dominance (ICC = .45) were found, which demonstrates the IG’s sensitivity to 
changes in affiliation and dominance behaviours of the person being perceived over 
time.   
The coders in the current study rated the behaviours outlined in Figures 3 and 
4. The IG (Appendix 1) is an 11x11 square grid, which represents affiliation on the 
horizontal axis and dominance on the vertical axis. The original labels used to define 
the affiliation axis were warm-agreeable and cold-quarrelsome. However, for 
simplicity the terms positive affiliation and negative affiliation were used. Similarly, the 
original labels used to define the dominance axis (assured-dominant and unassured-
submissive) were changed to positive dominance and negative dominance. 
Rating behaviours signalling affiliation and dominance involved four steps. 
First, coders observed the nonverbal behaviours displayed by patients and clinicians; 
second, they determined the observed behaviours’ level of affiliation (positive vs. 
negative) and dominance (positive vs. negative); third, they decided whether the 
descriptive word in the corner of the grid best described the behaviour they had rated; 
and finally, they placed an X in the appropriate box on the grid to confirm their rating.  
Patient and clinician behaviours that signalled positive affiliation and positive 
dominance were classed as ‘engaging’ (upper-right of grid); behaviours that signalled 
positive affiliation and negative dominance were classed as ‘deferring’ (lower-right of 
grid); behaviours that signalled negative affiliation and negative dominance were 
classed as ‘withdrawn’ (lower-left of grid); and behaviours that signalled negative 
affiliation and positive dominance were classed as ‘critical’ (upper-left of grid).  
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Scoring. Each participant in the dyad received an affiliation score and a 
dominance score, which ranged from -5 to 5. For affiliation, scores above 0 were 
interpreted as positive affiliation behaviours and scores below 0 were interpreted as 
negative affiliation behaviours. Similarly, for dominance, scores above 0 were 
interpreted as positive dominance behaviours and scores below 0 were interpreted 
as negative dominance behaviours. For positive affiliation, scores of 0 were 
interpreted as neutral (whereby behaviours were not positive or negative on 
affiliation); scores at the lower end of the positive scale were interpreted as low, 
positive affiliation; scores within the mid-range of the positive scale were interpreted 
as moderate, positive affiliation; and scores at the higher end of the positive scale 
were interpreted as high, positive affiliation. The same scale was used to interpret 
negative affiliation, positive dominance, and negative dominance scores. Higher 
scores indicated greater positive affiliation or dominance behaviours.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
BEHAVIOURS SIGNALLING AFFILIATION  
 
Positive affiliation behaviours 
 
Facial expression or glance 
 Smiling 
 Eye gaze 
Body posture 
 Forward lean (does the patient clinician lean towards the other) 
 Small interpersonal distance between other (vs. clinician and patient sitting far away from 
each other) 
Paralanguage 
 Laughing with the other 
 To speak tenderly 
Whole body acts 
 standing up for patient 
 To offer someone something to drink/ tissues etc.   
 Head nodding  
 
Negative affiliation behaviours 
 
Facial expression 
 Frowning 
Body posture 
 To turn away from someone (e.g. having your back faced to someone) 
 To show impatience (not responding to expressions of emotion, ignoring huffing, sighing, 
tapping of hands, thigh). 
Paralanguage 
Figure 3. Behaviours coders rated that signalled affiliation  
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Patient emotional disclosure 
Coders rated how personal the patients’ emotional disclosures were (about pain or 
non-pain issues) on a 5-point scale (0 = no disclosure, 1 = not personal; 2 = somewhat 
personal; 3 = moderately personal; and 4 = extremely personal). Higher scores 
indicated greater intimacy of the disclosure. Ratings of emotional disclosure were 
based on what the patient said (e.g. the actual disclosure); the patient’s use of 
emotional descriptors (e.g. angry, sad); and the patient’s nonverbal behaviour at the 
time of disclosure (e.g. avoiding eye contact with clinician, crying).  
 
Image status  
In the image group, coders rated the status of the images within the consultations. 
This was coded as ‘images present and used’ or ‘images present and not used’.  
BEHAVIOURS SIGNALLING DOMINANCE  
 
 
Positive dominance behaviours 
 
Body posture  
 Asymmetrical arms/legs  
 Postural expansion (does the patient/clinician take up a large amount of space in the 
room?)  
 Backwards lean (does the patient/clinician lean away from the other?)  
 Sideways lean of torso 
 Big gestures 
 Eye gaze when speaking to the other, but avoiding gaze and speaking when doing a task  
Paralanguage 
 Speaking in a clear firm voice 
 Interrupting (speaking over the person) 
 To speak loudly 
 
Negative dominance behaviours 
 
Facial expression or glance 
 Object or self-manipulation (e.g. fidgeting with a pen or scraping at the face while talking) 
 To avoid the others’ gaze 
Body posture 
 Postural constriction - does the patient/clinician take up small amount of space in the room 
Paralanguage  
 Speaking in a quiet voice 
 Speak with errors (stuttering, repeating words) 
 To heighten voice 
 
Figure 4. Behaviours coders rated that signalled dominance 
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Design and procedure 
A quasi-experimental, repeated-measures design was adopted. The video-taped 
consultations were of clinicians conducting assessments of patients’ chronic pain. 
Each consultation was the first at that pain clinic for that patient. Patients in the image 
group were each shown all 54 pain images 20 minutes before their consultation start 
time. They were instructed to look through all of the images and select those (as many 
or as few as they wanted) that they felt related to their pain and/or resonated with their 
experience of pain to take into the consultation. Patients were instructed to use the 
images in the consultation if and when they chose to. 
The cameras in the consultation rooms were positioned at an overall distance 
(i.e. horizontal and vertical) of approximately 12ft away from the patients and 
clinicians. The camera was positioned so that in each consultation the patient’s face 
and body, as well as the space between the patient and the clinician (i.e. the clinician’s 
desk) were always visible. As the taping never stopped, DP provided the technicians 
in the central AV room with the start and end times of each consultation. From this, 
the consultations were exported onto an encrypted external hard drive.  
 
Sampling method  
In order to analyse the impact of the pain images on the nonverbal communication of 
patients and clinicians and their impact on how personal patients’ emotional 
disclosures were, segments of the consultation were sampled using fixed-interval 
sampling. The first minute of every 5 minutes, of all 35 consultations, was selected for 
coding (patients’ affiliation and dominance behaviours, clinicians’ affiliation and 
dominance behaviours, patients’ emotional disclosures, and image status). Each 
consultation had a maximum of 12 segments in total. Some consultations were shorter 
and therefore had fewer than 12 segments. There were two reasons for this: first, 
some clinicians conducted shorter consultations and second, the coders stopped 
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rating during patient medical examinations when the clinicians and patients were out 
of view of the camera.   
 
The coders and Inter-rater reliability  
The coders were the author, Judy Addai-Davis (Trainee Clinical Psychologist) and 
Tom Chadwick (Research Assistant), an MSc student who was familiar with the study 
and had been working as part of the research team for over a year. The coders each 
rated two-thirds of the consultations, so that one third of the consultations (13 in total) 
had two codes for checking inter-rater reliability. Before rating the consultations the 
coders engaged in a practice period (across 3 days) whereby they rated the three 
consultations that were excluded from the study. This was to allow the coders to 
familiarise themselves with rating behaviour using the interpersonal grid. Differences 
were discussed (and occasionally segments of the recordings were watched again) 
until consensus was reached: six differences were resolved for level of patient 
affiliation; eight differences were resolved for patient dominance; three differences 
were resolved for level of clinician affiliation; and nine differences were resolved for 
level of clinician dominance. 
The inter-rater reliability between the coders’ ratings was assessed using a 
two-way mixed, consistency, average-measures, ICC. The ICC interprets the 
agreement between coders ratings as high (>0.90), moderate (0.75 to 0.90) or low 
(<0.75). The results from the ICC analysis demonstrated high consistency between 
the coders’ ratings for patient affiliation behaviours, ICC = .97, 95% CI [0.96, 0.98]; 
patient dominance behaviours, ICC = .96, 95% CI [0.95, 0.97]; clinician affiliation 
behaviours, ICC = .95, 95% CI [0.93, 0.97]; clinician dominance behaviours, ICC = 
.98, 95% CI [0.97, 0.98]; and how personal the patients’ emotional disclosures were, 
ICC = .96, 95% CI [0.95, 0.97].  
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Ethical considerations 
Ethical approval has already been obtained for this study (see Appendix 2 for 
favourable opinion ethical approval letter) permitting viewing of the videos by 
members of the research team.   
 
Data analysis 
Demographic analysis  
For demographic comparisons between patients in the image and control groups, chi-
squared tests (Fisher’s exact test was employed if the cell count >5) and Mann-
Whitney U tests (for data not normally distributed) were used.  
 
Consultation analysis 
For comparisons between the characteristics of the image and control consultations 
(e.g. consultation length) t - tests were used. In the image group, Spearman’s rank 
correlations were used to calculate associations between the number of images used 
and the time spent on them, and the number of images used and the length of the 
consultation because the data was not normally distributed.  
 
Behavioural correspondence and reciprocity analysis 
Graphs were used to visually illustrate the distribution of patients and clinicians mean 
scores for affiliation and dominance behaviours in the image and control groups, over 
the course of the consultations (Figures 5 - 8). Graphs display the positive scale only, 
as all patients’ and clinicians’ mean scores were within the positive affiliation and 
dominance ranges over the course of the consultations.  
This was tested statistically by examining the level of behavioural 
correspondence between patients’ and clinicians’ mean scores for affiliation 
behaviours and behavioural reciprocity between patients’ and clinicians’ mean scores 
for dominance behaviours (in both groups). This involved two steps. First, the 
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differences in mean affiliation scores for each patient and clinician at each time 
segment were calculated (e.g. mean patient affiliation score at time 2 – mean patient 
affiliation score at time 1). The same procedure was followed for patients’ and 
clinicians’ dominance scores. These were the ‘change scores’. Second, to determine 
behavioural correspondence, Pearson correlations were conducted to calculate 
associations between the patients’ and clinicians’ ‘change scores’ for affiliation. To 
determine behavioural reciprocity, Pearson correlations were conducted to calculate 
associations between patients’ and clinicians’ ‘change scores’ for dominance. 
Pearson correlations were used because patients’ and clinicians’ ‘change’ scores 
were normally distributed.  
 
Between-subjects comparisons over the course of consultations 
Graphs were used to visually illustrate the distribution of mean scores at each 
segment for patients’ affiliation and dominance behaviours and how personal patients’ 
emotional disclosures were for the image group against the control group (see Figures 
9-11). Graphs display the positive scale only, as all patients’ and clinicians’ mean 
scores were within the positive affiliation and dominance ranges over the course of 
the consultations. 
Multilevel modelling was used to statistically analyse these comparisons over 
the course of the consultations. This was because the current study adopted a 
repeated-measures design and had missing data (e.g. some consultations had fewer 
segments), due to differences in consultation durations. Using the maximum 
likelihood estimation, six multilevel models were computed in SPSS (version 22). An 
autoregressive covariance structure, which suggests that there is greater correlation 
between observations that are closer together in time compared to observations that 
are further away from one another, was used to model the within-subjects residuals 
(Roche, Pincus, Hyde, Conroy & Ram, 2013). Between-subjects residuals were 
modelled using the variance components structure. 
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The overall fit of the multilevel model is assessed using the chi-square 
likelihood ratio test, whereby the smaller the value of the -2 log-likelihood (-2LL) the 
better the fit of the model. To compare the fit of different models, the author started 
with a basic model where all the effects were fixed, and then included random 
parameters of interest in the study (Field, 2013). For this study, the basic model 
included fixed effects of patient and consultation type; and the parameters which were 
varied to build different models were fixed effects of segment (1-12), the interaction 
between consultation type and segment, and the random parameters of patient and 
segment. 
  The change in the -2LL was calculated (with the change in degrees of 
freedom), and was assessed against the critical values for the chi square statistic to 
assess which model provided the best fit. If this is significant, it suggests that the 
new model is significantly improved, indicating a better fit by incorporating the 
additional parameters. The -2LL is the most reliable statistic to use to indicate 
whether the changes in models are significant (Field, 2013). This statistical procedure 
provides parameter estimates where the direction of the coefficients (i.e. positive or 
negative) indicates the direction of the relationship. There are no provided cut off 
points for assessing the coefficients, but if models provide similar sizes and direction 
of effects, the simpler model is assumed to be a better fit (Field, 2013). 
 
Within-subjects comparisons over the course of the consultations 
Graphs were used to visually illustrate the distribution of mean scores at each 
segment for clinicians’ affiliation and dominance behaviours in the image group 
against the control group (Figures 12-13). Graphs display the positive scale only, as 
all patients’ and clinicians’ mean scores were within the positive affiliation and 
dominance ranges over the course of the consultations.  Multilevel modelling was 
used to statistically test this. Similarly, multilevel modelling was used to assess 
77 
 
whether there was a significant effect of image status on how personal patients’ 
emotional disclosures were (image group only). 
 
Results 
Patient and clinician demographics  
A description of patient characteristics across the two groups can be found in Table 
1. The duration of patients’ chronic pain was a median of 9 years (the interquartile 
range was 3-15 years). This data was missing for two patients. Details of ethnicity 
were not collected consistently and therefore have not been included.  
Of the 10 included clinicians six were male and four were female. Clinicians 
had been practicing for a mean duration of 20 years (SD = 10, ranging between 3 and 
36 years). Clinicians completed two, three, or four consultations. Three clinicians did 
one consultation with images and seven did two. Two clinicians did one consultation 
without images, seven did two, and one did three. No biases were found in allocation 
to consultations with and without images for patient gender, patient age (see Table 1) 
and patients’ pain duration in years (U = 115.00, p =.465, n.s.). 
 
Table 1  
Patient demographics 
 Image group 
(n = 17) 
Control group 
(n = 18) 
   
 n (%) n (%) X² df p 
Gender 
   Male 7 (41.20) 7 (38.90) 
.02 1 .890 
   Female 10 (58.80) 11 (61.10) 
Age 
   25-40 6 (35.30) 5 (27.80) 
2.67a 2 .291    41-60 5 (29.40) 10 (55.60) 
   Over 60 6 (35.30) 3 (16.70) 
df = Degrees of Freedom  
a Indicates Fishers Exact test,  other value is X2 
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Consultations 
The mean duration of recorded consultations was 63 minutes (SD = 15): the shortest 
was 17 minutes and the longest was 95 minutes. The mean consultation time was 62 
minutes (SD = 12) for the image group and 65 minutes (SD = 17) for the control group: 
no significant difference (t (359) = -1.83, p = .069, n.s.) was found. 
 
Image use in consultations 
In the image group, patients each selected a minimum of two and a maximum of 14 
images for use in the consultations (median of 6). The number of instances the images 
were used throughout each of the consultations ranged from 1 to 3. The mean time 
spent on the images was 4 minutes 45 seconds (SD = 2 minutes 28 seconds) and 
this ranged from 1 minute 16 seconds to 10 minute 22 seconds. No relationships were 
found between the number of images used in the consultation and the time spent on 
them (r = -.02, p =.936, n.s), and between the number of images used and the length 
of the consultations (r = .15, p =.579, n.s).    
 
Behavioural correspondence of affiliation behaviours 
In the image group, a significant positive correlation was found between patients’ and 
clinicians’ ‘change scores’ on affiliation (r = .759, p = .007). This means that over the 
course of the image consultations positive affiliation behaviours displayed by patient 
were associated with positive affiliation behaviours displayed by the clinician, which 
is indicative of mirroring behaviour. In the control group, no correlation was found 
between patients’ and clinicians’ ‘change scores’ for affiliation (r = .005, p = .988, n.s), 
which suggests a lack of mirroring behaviour between patients’ and clinicians’ positive 
affiliation behaviours. Therefore, behavioural correspondence between patients’ and 
clinicians’ positive affiliation behaviours was observed in the image group only. 
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Mean patient and clinician rating scores for affiliation behaviours 
 
 
 
 
 
 
 
 
 
Figure 5 demonstrates that over the course of the image consultations, patients’ and 
clinicians’ mean rating scores signalled low to moderate, positive affiliation 
behaviours. 
 
 
 
 
 
 
 
 
 
 
Figure 6 demonstrates that over the course of the control consultations, patients’ and 
clinicians’ mean rating scores also displayed behaviours signalling low to moderate 
positive affiliation.  Patients and clinicians appeared to have similar mean rating 
scores for affiliation behaviours for the first half of the consultation only.  
Figure 5. Mean scores for clinician-patient affiliation behaviours in image consultations 
         Note. Positive scale only 
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Figure 6. Mean scores for clinician-patient affiliation behaviours in control consultations 
        Note. Positive scale only 
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Behavioural reciprocity of dominance behaviours 
No correlation was found between patients’ and clinicians’ ‘change scores’ on 
dominance in the image group (r = -.241, p = .475, n.s) and in the control group (r = 
.353, p = .287, n.s). This means that over the course of both consultation types 
positive dominance behaviours displayed by the clinician were not negatively 
associated with positive dominance behaviours displayed by the patient (and vice 
versa), which would be indicative of demonstration of status differences. Therefore, 
behavioural reciprocity between patients’ and clinicians’ dominance behaviours was 
not observed in the image or control groups. 
 
Mean patient and clinician rating scores for dominance behaviours 
 
 
 
 
 
 
 
 
 
 
Figure 7 demonstrates that over the course of the image consultations patients’ mean 
rating scores signalled low positive dominance behaviours. However, there appeared 
to be a downward trend towards the end of the consultations, whereby the mean 
ratings scores for patients’ dominance behaviours were just above 0 (neutral 
behaviour). Clinicians’ mean rating scores signalled moderate positive dominance 
behaviours.  
 
Figure 7. Mean scores for clinician-patient dominance behaviours in image consultations 
       Note. Positive scale only 
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Figure 8 demonstrates that over the course of the control consultations, patients’ 
mean rating scores signalled low, positive dominance behaviours. Clinicians’ mean 
rating scores signalled moderate, positive dominance behaviours. Therefore, despite 
patients and clinicians both displaying positive dominance behaviours clinicians 
appeared to be more dominant.   
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Figure 8. Mean scores for clinician-patient dominance behaviours in control consultations 
             Note. Positive scale only 
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Between-subjects comparisons over the course of the consultations 
Patient affiliation behaviours 
 
Table 2 
Fixed effects estimates and variance-covariance estimates for models predicting 
patient affiliation over the course of the consultation 
Note: SE = Standard Error; x = Interaction; -2LL = -2 Log Likelihood. 
p<.001***, p<.01**, p<.05*  
 
Table 2 demonstrates that an effect of consultation type (image vs. control) was not 
found for patient affiliation scores over the course of the consultations. Model 3 
provided the best fit for predicting patient affiliation scores in both groups because the 
model was significantly improved by adding the fixed effect of segment. The best 
predictors of patient affiliation scores were the fixed and random intercepts, which 
represented individual variability of patients (i.e. the patients’ level of affiliation at the 
Parameter 
Model  1 
(SE) 
Model  2 
(SE) 
Model  3 
(SE) 
Model  4 
(SE) 
Model  5 
(SE) 
Fixed Effects 
Patient 
(Intercept) 
2.78 (.11)*** 2.81 (.22)*** 3.26 (.24)*** 3.24 (.26)*** 3.23 (.24)*** 
Consultation 
type 
-.30 (.15) -.30 (.30) -.30 (.30) -.20 (.37) -.18 (.33) 
Segment   -.08 (.02)*** -.07 (.03)** -.07 (.03)* 
Consultation 
type x 
Segment 
   -.02 (.04) -.02 (.04) 
Random Parameters 
Patient 
(Intercept) 
 .65 (.19) .63 (.18)** .63 (.18)** .46 (.18)** 
Segment     .004 (.003) 
-2 LL 1274.88 1194.41 1175.10 1174.88 1171.15 
Χ2 (df  = 1)  80.47*** 19.31*** 0.21 3.73 
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beginning of the consultation) and the segment. In both groups, as the consultations 
progressed patients’ affiliation scores decreased.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 9 demonstrates that patients’ mean rating scores for positive affiliation 
behaviours appeared higher over the course of the image consultations compared to 
the control consultations. However, the multilevel modelling analysis in Table 2 
demonstrated that this difference was not significant. There was a downward trend 
for both groups whereby the mean ratings for positive affiliation scores decreased 
over the course of the consultations. This was consistent with the multilevel modelling 
analysis because segment was a significant predictor of patient positive affiliation 
scores.    
 
 
 
 
Figure 9: Mean scores for patient affiliation behaviours across the consultations   
    Note. Positive scale only 
0
1
2
3
4
5
0 1 2 3 4 5 6 7 8 9 10 11 12
M
e
a
n
 p
a
ti
e
n
t 
a
ff
il
ia
ti
o
n
 b
e
h
a
v
io
u
r 
s
c
o
re
s
Segment 
Image group
Control group
84 
 
Patient dominance behaviours  
 
Table 3 
Fixed effects estimates and variance-covariance estimates for models predicting 
patient dominance over the course of the consultation 
 
Note: SE = Standard Error; x = Interaction; -2LL = -2 Log Likelihood; a = value could not be 
computed as random parameter of segment made no change to the previous model, b = no 
change in chi-square statistic  
p<.001***, p<.01**, p<.05*  
 
Table 3 demonstrates that an effect of consultation type was not found for patient 
dominance scores over the course of the consultations. Model 4 provided the best fit 
for predicting patient dominance scores in both groups because the model was 
significantly improved by adding the interaction between consultation type and 
segment as a fixed effect. The best predictors of patient dominance scores were the 
Parameter 
Model  1  
(SE) 
Model  2 
(SE) 
Model  3 
(SE) 
Model  4 
(SE) 
Model  5 
(SE) 
Fixed Effects 
Patient 
(Intercept) 
1.13 (.11)*** 1.14 (.18)*** 0.99 (.22)*** 1.29 (.25)*** 1.29 (.25)*** 
Consultation 
type 
-.01 (.15)* -.03 (.25) -.03 (.25) -.62 (.35) -.62 (.35) 
Segment   -.03 (.02) -.03 (.03) -.03 (.03) 
Consultation 
type x 
Segment 
   .10 (.04)* -.10 (.04) 
Random Parameters 
Patient 
(Intercept) 
 .38 (.13)** .33 (.13)* .34 (.12)** .34 (.13)** 
Segment     a 
-2 LL 1269.47 1236.94 1232.83 1227.63 1227.63 
Χ2 (df  = 1)  32.53*** 4.12*** 5.20 b 
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fixed and random intercepts, which were the individual variability of patients (i.e. 
patients’ level of dominance at the beginning of the consultation) and the interaction 
between consultation type and segment. In the control group, as the consultation 
progressed patient dominance scores increased 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 10 demonstrates that there was an upward trend for patients in the control 
group, whereby their mean ratings for positive dominance behaviours appeared to 
increase as the consultations progressed. This was confirmed by the consultation 
type and segment interaction in the multilevel modelling analysis in Table 3. Apart 
from what appeared to be a downwards trend towards the end of the image 
consultations the mean rating scores for patients’ dominance behaviours appeared to 
remain relatively stable over the course of the consultations. 
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Figure 10: Mean patient dominance behaviours scores across the consultations 
         Note. Positive scale only 
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Patient emotional disclosure 
 
Table 4 
Fixed effects estimates and variance-covariance estimates for models predicting 
patient emotional disclosure over the course of the consultation 
 
Note: SE = Standard Error; x = Interaction; -2LL = -2 Log Likelihood. 
p<.001***, p<.01**, p<.05*  
 
Table 4 demonstrates that an effect of consultation type was not found for the level of 
how person patient’s emotional disclosures were over the course of the consultations. 
Model 2 provided the best fit for the predicting how personal patients’ emotional 
disclosures were in both groups because the model was significantly improved by 
adding the random parameter of patient. The best predictors of patients’ emotional 
disclosure scores were the fixed and random intercepts, which were the individual 
Parameter 
Model  1 
(SE) 
Model  2 
(SE) 
Model  3 
(SE) 
Model  4 
(SE) 
Model  5 
(SE) 
Fixed Effects 
Patient 
(Intercept) 
1.06 (.12)*** 1.05 (.16)*** .85 (.21)*** .86 (.26)** .89 (.24)*** 
Consultation 
type 
-.08 (.16) -.08 (.22) -.07 (.22) -.11 (.36) -.11 (.33) 
Segment   -.04 (.03) -.03 (.04) -.03 (.04) 
Consultation 
type x 
Segment 
   -.01 (.05) -.01 (.06) 
Random Parameters 
 
Patient 
(Intercept) 
 .21 (.10)* .21 (.11) .21 (.11) .04 (.13) 
Segment     .004 (.003) 
-2 LL 1348.65 1338.47 1336.41 1336.40 1333.77 
Χ2 (df  = 1)  10.18** 2.06 .01 2.63 
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variability of patients (i.e. how personal the patients’ emotional disclosures were at 
the beginning of the consultations).  
 
 
 
 
 
 
 
 
 
 
 
 
Figure 11 demonstrates that in both groups the mean rating score for how personal 
patients’ emotional disclosures were appeared to increase towards the end of the 
consultations. Overall, patients appeared to make more personal disclosures in the 
image group. However, this was not confirmed by the multilevel modelling analysis in 
Table 4.  
The mean rating scores for how personal patient’s emotional disclosures were 
over the course of the image consultations ranged from ‘no disclosure’ (0) to 
somewhere between ‘somewhat personal’ (2) and ‘moderately personal’ (3). The 
mean rating scores over the course of control consultations ranged from ‘no 
disclosure’ to somewhere between ‘not personal’ (1) and ‘somewhat personal’.  
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Figure 11: Mean patient emotional disclosure scores across the consultations  
       Note. Positive scale only  
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Within-subjects comparisons over the course of the consultations 
Clinician affiliation behaviours 
 
Table 5 
Fixed effects estimates and variance-covariance estimates for models predicting 
clinician affiliation over the course of the consultation  
Note: SE = Standard Error; x = Interaction; -2LL = -2 Log Likelihood. 
p<.001***, p<.01**, p<.05*  
 
Table 5 demonstrates that an effect of consultation type was not found for clinician 
affiliation scores over the course of the consultations. Model 3 provided the best fit for 
the predicting clinician affiliation scores in both groups because this model was 
significantly improved by adding the fixed effect of segment. The best predictors of 
Parameter 
Model  1 
(SE) 
Model  2 
(SE) 
Model  3 
(SE) 
Model  4 
(SE) 
Model  5 
(SE) 
Fixed Effects 
Patient 
(Intercept) 
3.09 (.09)*** 3.11 (.16)*** 3.40 (.20)*** 3.38 (.23)*** 3.36 (.21)*** 
Consultation 
type 
-.31 (.13)* -.35 (.23) -.35 (.23) -.30 (.32) -.30 (.30) 
Segment   -.05 (.02)* -.04 (.03) -.04 (.02) 
Consultation 
type x 
Segment 
   
-.01 (.04) -.01 (.04) 
Random Parameters 
Patient 
(Intercept) 
 .34 (.12)** .31 (.11)** .31 (.11)** .23 (.12) 
Segment     . 002 (.002) 
 
-2 LL 
1168.79 1119.96 1109.73 1109.67 1108.20 
Χ2 (df  = 1)  48.82*** 10.22** .06 1.46 
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clinician affiliation scores were the individual variability of patients (fixed and random 
intercepts). However, an effect of segment (fixed) was found for the image group. This 
means that as consultations in the image group progressed, clinicians’ affiliation 
scores decreased. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 12 demonstrates that overall, the mean rating scores for clinicians’ positive 
affiliation behaviours appeared higher in the image group than in the control group. 
However, this was not confirmed by the multilevel modelling analysis (Table 5).   
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Figure 12: Mean clinician scores for affiliation behaviours across the consultations           
     Note. Positive scale only 
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Clinician dominance behaviours 
 
Table 6 
Fixed effects estimates and variance-covariance estimates for models predicting 
clinician dominance over the course of the consultation 
Note: SE = Standard Error; x = Interaction; -2LL = -2 Log Likelihood. 
p<.001***, p<.01**, p<.05*  
 
Table 6 demonstrates that an effect of consultation type was not found for clinician 
dominance scores over the course of the consultations. Model 3 provided the best fit 
for the predicting clinician dominance scores in both groups because the model was 
significantly improved by adding the fixed effect of segment. The best predictors of 
clinician dominance scores however were the fixed and random intercepts, which 
were the individual variability of patients. 
Parameter 
Model  1 
(SE) 
Model  2 
(SE) 
Model  3 
(SE) 
Model  4 
(SE) 
Model  5 
(SE) 
Fixed Effects 
Patient 
(Intercept) 
2.14 (.10)*** 2.18 (.21)*** 2.18 (.24)*** 2.32 (.27)*** 2.30 (.26)*** 
Consultation 
type 
-.16 (.14) -.13 (.30) -.13 (.30) -.14 (.38) -.16 (.36) 
Segment   -.0006 (.02) -.03 (.03) -.02 (.03) 
Consultation 
type x 
Segment 
   
-.05 (.04) -.04 (.05) 
Random Parameters 
 
Patient 
(Intercept) 
 .66 (.19)*** .60 (.18)** .60 (.19)** .53 (.19)** 
Segment     .01 (.003) 
 
-2 LL 
1251.16 1155.38 1148.09 1146.81 1142.99 
Χ2 (df  = 1)  95.79*** 7.29** 1.27 3.82* 
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Figure 13 demonstrates that in both groups there was relatively no change in the 
mean rating scores for clinicians’ positive dominance behaviours over the course of 
the consultations. This was confirmed by the multilevel modelling analysis (Table 6).    
 
Patient emotional disclosures and the status of the images in consultations 
Within-subjects comparisons demonstrated that image status significantly predicted 
how personal patients’ emotional disclosure scores were over the course of the image 
consultations:  b = 1.67, t (177) = 4.59, p<.001). Therefore, patients in the image group 
made more personal disclosures about pain and non-pain-related issues when the 
images were used compared to when they were present but not used in the 
consultations.  
 
 
 
Figure 13: Mean clinician dominance behaviour scores across the consultations   
                     Note. Positive scale only 
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Discussion 
This study examined the impact of using photographic images depicting qualities of 
and metaphors for pain and pain-related experience in chronic pain consultations, on 
patient and clinician nonverbal communication and patient emotional disclosure.  
 
Summary of findings 
Behavioural correspondence was observed between patients’ and clinicians’ 
affiliation behaviours over the course of the consultations in the image group. 
Therefore, positive affiliation behaviours displayed by the patient were associated with 
positive affiliation behaviours from the clinician. With regards to patient emotional 
disclosure in the image group, within-subjects comparisons demonstrated that 
patients made more personal emotional disclosures about pain and non-pain-related 
topics when the images were used compared to when they were not used in the 
consultation. 
The remainder of the findings were not significant. Behavioural 
correspondence between patients’ and clinicians’ affiliation behaviours was not 
observed in the control group. Similarly, behavioural reciprocity was not observed 
between patients’ and clinicians’ dominance behaviours in the image or control 
groups. Between-subjects comparisons between the image and control groups failed 
to find effects of consultation type for patients’ affiliation and dominance behaviours 
and how personal patients’ emotional disclosures were over the course of the 
consultations when taking into account patient variability. Similarly, when taking into 
account patient variability, no effects of consultation type were found for clinicians’ 
affiliation and dominance behaviours over the course of the consultations (within-
subjects comparisons). For both groups effects of segment were found for patients 
affiliation and dominance behaviours: patients’ low to moderate, positive affiliation 
behaviours decreased (image group), and patients’ low, positive dominance 
behaviours increased (control group) as the consultations progressed. An effect of 
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segment was also found for clinicians’ affiliation behaviours in the image 
consultations, whereby clinicians’ moderate, positive affiliation behaviours decreased 
over the course of these consultations.  
 
Interpretations of findings 
Patients’ and clinicians’ nonverbal communication 
The observed behavioural correspondence between patients’ and clinicians’ positive 
affiliation behaviours in the image group is of interest because the mirroring of such 
behaviours within an interaction is associated with better rapport (Cialdini, 2001), trust 
and the desire for interpersonal closeness (Lakin & Chartrand, 2003). These qualities 
strengthen the clinician-patient relationship by fostering good communication (De 
Haes & Bensing, 2009). Therefore, these results provide support for previous 
qualitative research findings, which suggest that pain images can be used to facilitate 
communication between patients and clinicians (e.g. Padfield et al., 2010). However, 
it should be noted that in the quantitative analysis of patients and clinicians verbal 
communication (Padfield et al., 2015), patients and clinicians did not rate 
communication as better in consultations with images compared to consultations 
without images.   
The finding that patients’ positive affiliation behaviours significantly decreased 
over the course of both types of consultations is a normal pattern, since these 
behaviours are used to facilitate engagement and build connections with the other in 
the early stages of the therapeutic encounter (Kiesler & Auerbach, 2003), and each 
patient’s consultation was their first with that clinician. Therefore, it may be that once 
patients felt that clinicians were engaged in the consultation, their need to affiliate 
reduced as the consultation progressed. As behaviours signalling positive affiliation 
are more likely to be mirrored by the other in the interaction (Kiesler & Auerbach, 
2003), the finding that clinicians’ positive affiliation behaviours significantly decreased 
over the course of the image consultations suggests that clinicians may have been 
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responding to the needs of the patient. Similarly, like the patients, the clinicians are 
likely to have displayed more engagement-inviting affiliation behaviours at the start of 
the consultation rather than later. Given the small sample size, the current study is 
cautious about providing an explanation that is likely to be speculative for the 
interaction demonstrating a significant increase in patient dominance as the control 
consultations progressed.   
Previous research suggests that using images of pain within chronic pain 
consultations validated the patients’ experiences by making them feel that their pain 
was more visible to others and was associated with patients’ sense of achieving 
greater equality between the roles of speaker and listener for the patient and the 
clinician (Padfield et al., 2010). This suggests that the images may help patients to 
feel confident that their pain is taken seriously by clinicians (Laerum, et al., 2006).  
The finding that behavioural reciprocity was not observed between patients’ 
and clinicians’ dominance behaviours in the image and control groups is also of 
interest. The inherent power imbalance between patients and clinicians within medical 
consultations means that clinicians are positioned as dominant and patients as non-
dominant or even submissive (Laine & Davidoff, 1996). Although clinicians displayed 
more pronounced dominance behaviours overall than patients over the course of 
consultations with and without images, both patients and clinicians displayed varying 
degrees of positive dominance behaviours (overall patients displayed low, positive 
dominance behaviours while clinicians displayed moderate, positive dominance 
behaviours). Dominance behaviours demonstrate assertiveness, which can be a 
useful quality for patients to have to ensure they are able to take an active role in 
negotiating the healthcare they receive (Harrington et al., 2004). Therefore, not 
observing the usual pattern of dominant clinician behaviour and submissive patient 
behaviour may be explained by particular characteristics of the pain consultations. 
For instance, it may have been because the clinicians in this study were able to offer 
the patients longer appointments (up to an hour and a half) than they would usually 
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be offered in NHS GP or specialist medical consultations. Therefore, longer 
consultations may have provided patients with more time to play an active role in the 
consultation process (Oxtoby, 2010). Another possible explanation for this pattern of 
behaviour in the image consultations may have been due to the images themselves. 
However, this would need further exploration. Similarly, this pattern of behaviour may 
also be attributable to gender differences in clinicians’ nonverbal communication. For 
instance, research suggests that male clinicians are more likely to display more 
dominant behaviours and female clinicians are more likely to display more affiliative 
behaviours, and patients may have a preference for either (Mast, Hall, Klöckner & 
Choi, 2008). However, because of the small numbers in this study, such effects 
cannot be segregated statistically. 
Failure to find significant differences between the image and control groups 
for patients’ and clinicians’ affiliation and dominance behaviours is consistent with the 
lack of group differences found by Padfield et al. (2015) for the impact of pain images 
on patients’ and clinicians’ ratings of consultations. Therefore, the lack of differences 
found in the current study may be due to the same reasons Padfield et al. (2015) 
cited. For instance, in their study, irrespective of group, patients’ and clinicians’ ratings 
of consultations were high. Therefore, there was not a huge amount of variance, so 
the methods used may not have been sensitive enough to detect small differences if 
they did exist.  Another possible explanation for the lack of differences between the 
groups is that the images might not have made that much difference to the 
consultations, or they might have made a difference to patients’ feelings about the 
consultations, but might not have conveyed much to clinicians. For instance, there is 
no evidence to suggest that if patients use the images to provide clinicians with a clear 
description of their pain this will guarantee more acceptable discussion of treatment 
options. This explanation assumes that the methods used in the current study have 
provided reliable results. 
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Further to this, the lack of group differences may have been because patients 
in the image and control groups differed at baseline in some way that was not captured 
by the few data shown. The statistical analysis demonstrated that patient variability 
rather than the consultation type was the best predictor of patients’ and clinicians’ 
affiliation and dominance behaviours and how personal patients’ emotional 
disclosures were. Therefore, different approaches to pain consultations (e.g. using vs. 
not using images) may affect the nonverbal behaviour of patients and clinicians 
differently. As a result, the current study may have required a larger sample size to 
detect small differences because when variance is high large between-group 
differences are needed.  Similarly, the lack of statistical power to detect an effect of 
consultation type for patient affiliation behaviours (but not for patient dominance 
behaviours) may have also contributed to the findings.  
 
The impact of pain images on patient emotional disclosure  
Within image consultations, the fact that patients made more personal emotional 
disclosures when the pain images were used compared to when they were not used 
in the consultations (within-subjects comparison) is consistent with findings by 
Padfield et al. (2010). As discussions about patients’ emotional experiences are often 
given less attention within medical consultations compared to discussions about 
physical symptoms (Levinson et al., 2013), an explanation for these findings is that 
the pain images may have made it more acceptable for clinicians and patients to 
engage in a dialogue about the emotional impact of pain. For instance, as the pain 
images were an additional resource to the traditional approach of conducting pain 
consultations, they may have created opportunity for conversations of this kind to 
emerge. This is particularly important within the context of chronic pain, as patients 
consistently emphasise the importance of clinicians attending to the socio-emotional 
concerns as a way of improving communication within pain consultations (Farin, 
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Gramm  & Schmidt, 2012; Farin, Gramm & Schmidt, 2013; Laerum et al., 2006; Smith 
& Osborn, 2007).  
.  The nature of chronic pain can make it  difficult for patients to communicate 
their experiences using language (Pither, 2002). Therefore, a final explanation for this 
finding is that the pain images may have empowered patients by providing them with 
a way of putting the emotional impact of their pain experiences into words (Main, 
2014). Due to the abstract nature of some of the photographic images of pain, 
interpretation was required to ensure shared understanding between patients and 
clinicians (Padfield et al., 2015). Therefore, information such as personal emotional 
disclosures about the impact of pain might not have been elicited had the images not 
prompted patients to do so (Padfield, et al., 2015).  
  
Limitations  
The current study has several limitations. First, patients in the image group used the 
pain images at different time points throughout the consultations, which did not always 
correspond with the segments of the consultation that were selected for coding (1 
minute of every 5 minutes of the consultation). Therefore, many of the coded 
segments did not capture the instances in the consultations where the pain images 
were being used. This sampling method could therefore be improved by reducing the 
coding intervals (e.g. coding 1 minute of every 3 minutes) or by coding sections when 
the images were used, and comparing with sections of equal length at a similar point 
over the course of the consultation for the control group, or comparing with sections 
immediately before and after use of images within subjects in the image group.  
Second, patients were instructed to use the images as little or as much as they 
wanted in the consultations. However, in some consultations the clinician initiated 
image use, which could have been mistimed for the patient’s disclosures. Similarly, 
by clinicians introducing the images, this raises questions about making patients 
speak about the images at a time that may not have fitted their needs at that point in 
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the consultation. Therefore, this could be improved in the future by instructing 
clinicians at the start of consultations to let patients introduce the images when and 
how they wish to.   
Third, allocation to the image and control groups did not involve 
randomisation. This may be particularly pertinent for this study because patient 
variability rather than consultation type was the best predictor of all between-group 
comparisons. Therefore, randomisation could control for  some of the unknown 
confounding variables (Barker, Pistrang & Elliott, 2002) that may exist. Alternatively, 
as this assumes that images have an effect across the board (or at least a normal 
distribution, as it were, of effect), it could be that some people find them very helpful 
and others not at all (i.e. bimodal distribution) and that it would also be useful to try 
this study letting people choose whether to use images or not. In addition to this, the 
study could be improved by measuring variables that are likely to have an impact on 
the variables under investigation. For instance, a patient’s mood or having a history 
of mental health difficulties is likely to have an impact on how personal patients’ 
emotional disclosures were during the consultations. Research has shown that high 
levels of emotional distress among chronic pain patients can inhibit (Main, et al., 2010) 
or lead to excessive disclosure (Haskard-Zolnierek, 2012), both of which may 
negatively impact the clinician’s ability to thoroughly  assess the patient’s pain within 
the consultation. Therefore, after making sensible hypotheses about likely 
confounding variables, researchers should be prepared to make statistical 
adjustments for any differences between the groups that are found. 
Fourth, another significant limitation was the underpowered nature of the study 
to detect an effect of consultation type for patient affiliation behaviours. Therefore, a 
larger sample size that is big enough to detect group differences in affiliation should 
be considered for future research.  
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A final methodological limitation of the study is that as the coders could not be 
blinded to when and whether the images were used. Therefore, the coders’ ratings of 
how personal patients’ emotional disclosures were could have been affected by this. 
  
Clinical implications 
The findings outlined above have several implications. As behavioural 
correspondence between patients’ and clinicians’ positive affiliation behaviours 
occurred in consultations with images, and behavioural correspondence is associated 
with better rapport and trust, the findings have implications for improving 
communication within the clinician-patient relationship. Similarly, as positive affiliation 
behaviours are associated with patient satisfaction with healthcare (Bertakis et al., 
1991), increased patient involvement in treatment decision-making (Frantsve, 2002) 
and treatment adherence (Aruguete & Roberts, 2002), this highlights the importance 
of patients and clinicians engaging in these behaviours within pain consultations. .   
As using the pain images (compared to when the images were present in the 
consultation but not used) facilitated and prompted patients to speak more openly 
about the emotional impact of pain, this has an implication for how pain consultations 
are conducted. For instance, patients that find using images useful as a means of 
communicating their pain should have the option of incorporating this into their 
consultations. One of the benefits of doing so is that it does not necessarily have to 
increase the length of the consultation because the study found no mean difference 
between the length of consultations with and without images. 
Despite this, the extent of facilitating emotional disclosure within pain 
consultations also has implications for clinicians. There are competing demands on 
patients and clinicians in consultations (Frantsve. & Kerns, 2007) that need to be 
taken into consideration when thinking about consultation content. For instance, 
although chronic pain patients frequently report that discussions about socio-
emotional concerns are not sufficiently attended to by clinicians in consultations  
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(Farin et al., 2012), solely focussing on this may not be the most effective use of 
consultation time, particularly because the evidence for its proposed benefits in 
improving health outcomes in patients with chronic pain is inconsistent (e.g. Lumley, 
Sklar & Carty, 2012).  However, this is not to suggest that discussions about socio-
emotional concerns are not important or do not have a place in the consultation.  
Clinicians have several clinical tasks to complete within a consultation. They 
are required to establish a good enough relationship with the patient, so that a 
thorough assessment of the patient and their pain can be conducted. Following this, 
the clinician has to make a decision about suitable treatment options (including what 
the patient can do themselves to manage pain and what treatments they have had 
already) and discuss and agree this with the patient. Clinicians also need to factor in 
time to make amendments to the treatment plan and answer the patient’s questions 
where necessary and often to explain what the pain means, and what it does not mean 
(ongoing damage or disease). This is a lot of information to fit into a single 
consultation. Therefore, the danger of the clinician solely engaging in empathic 
listening while patients make emotional disclosures about their pain is that the patient 
will leave the consultation without a clear understanding of pain and without a clear 
treatment plan or appreciation of beneficial behaviours under their own control. The 
increased demands NHS clinicians face to see more patients means they are more 
likely to conduct shorter, less comprehensive consultations to meet targets (Oxtoby, 
2010). Therefore, clinicians need to be mindful that what the patient wants from the 
consultation or prefers is not always feasible within those constraints. Clinicians 
should be transparent about the competing demands with patients and engage in 
such conversations at the start of the consultation, as this may help manage patients’ 
expectations and ensure that they are aware of what the consultation will involve. 
Despite this, chronic pain is often associated with increased psychological 
distress (Williams et al., 2012). Therefore, the findings may have implications for the 
use of images during routine screening of mood within pain consultations. For 
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instance, as the images facilitate emotional disclosure about pain this can help 
clinicians better identify and meet the patient’s psychological needs. Depending on 
the severity or nature of the patient’s disclosure this could lead to a referral to an 
appropriate psychological service for further assessment. However, it must not be 
assumed that all chronic pain patients will experience psychological distress.  
 
Future research 
The exploratory nature of the current study suggests that the results can be used to 
generate hypotheses about the impact of using pain images within pain consultations 
on patient and clinician nonverbal communication (particularly behavioural 
correspondence) and patient emotional disclosure. Similarly, the current findings will 
be used to inform a future study examining linguistic differences (Deignan, Littlemore 
& Semino, 2013) between patients and clinicians dialogues in consultations with and 
without pain images.  
Future research should consider making improvements to the study’s 
methodological design. One option is to consider randomisation to allocate patients 
to the image and control groups. Another option is to use event-contingent sampling 
in addition to fixed-interval sampling to capture image use. This would involve coders 
rating patients’ and clinicians’ affiliation and dominance behaviours every time the 
pain images are used throughout the consultations. This would provide richer data, 
which might deepen our understanding of patient and clinician nonverbal 
communication during image use. However, using this method would mean that only 
within rather than between-subjects comparisons (e.g. with the control group) can be 
made.   
Future research could also examine whether behavioural correspondence of 
positive affiliation behaviours in the context of the image consultations are directly 
associated with patient emotional disclosure, particularly because nonverbal 
behaviour plays a crucial role in displays of affect within medical consultations (Finset 
102 
 
& Del Piccolo, 2011). Including a longer follow-up period in future research may also 
be beneficial. For instance, by examining the impact of the pain images on immediate 
and distal patient factors, such as treatment adherence and health outcomes (De 
Haes & Bensing, 2009) may provide further evidence for their clinical utility within pain 
consultations. 
 
Conclusion 
Although an effect of consultation type was not found for patients’ and clinicians’ 
affiliation and dominance behaviours or for patients’ emotional disclosures over the 
course of the consultations, the current study demonstrated some benefit from using 
photographic images of pain as a communication tool in chronic pain consultations. 
Behavioural correspondence between patients’ and clinicians’ positive affiliation 
behaviours was observed in the image consultations, and actually using the images 
(compared to their being available but not used) encouraged patients to make 
personal disclosures about the emotional impact of pain and how pain had affected 
their lives. Findings are tentative given the low power of the analysis, and 
methodological limitations of this exploratory study should also be taken into 
consideration when interpreting and drawing implications from this study. 
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Introduction 
This critical appraisal will be a personal reflection of my experiences during the 
process of watching the pain consultations for part 2 of this thesis. I will offer personal 
reflections on the role of loss in relation to patients’ lived experiences of chronic pain, 
empathy within the clinician-patient relationship, and the emotional impact of 
witnessing patients talk about the negative impact of pain on the researchers who 
were rating the consultations. I will also discuss implications for future clinical and 
research practice.  
  
Patients reported experiences of loss as a result of chronic pain 
Living with chronic pain has been described by patients as an immiserating 
experience (Chapman & Gavin, 1999) and despite available treatment options 
complete elimination of pain for those affected is uncommon (Dansie & Turk, 2013). 
The role of loss in patients’ lives was commonly described by the majority of patients 
included in the study, particularly the loss of one’s sense of self (Harris, Morley & 
Barton, 2003). This is consistent with findings from a number of qualitative studies 
that explore the impact of chronic pain on the patients’ lives (e.g. Gustafsson, Ekholm, 
& Ohman, 2004; Osborn & Smith, 1998). 
Patients’ conversations with clinicians were often characterised by 
comparisons between their lives before pain versus their present lives with pain.   For 
instance, one patient reported leading a full life, which involved frequently socialising 
and remaining active through exercise. However, since having pain he reported no 
longer recognising these parts of himself. He avoided contact with others by not going 
to work and noticed himself becoming increasingly irritable with loved ones. Another 
patient also spoke about the impact of her pain on family life. She reported no longer 
being able to play with her grandchildren or go out on family trips due to becoming 
increasingly tired from the smallest amounts of activity.  
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In some of the consultations, patients also reported being perceived negatively 
by others as a result of having chronic pain or fearing that they would be, which was 
consequently experienced as a further loss to how they viewed themselves (Smith, & 
Osborn, 2007). One patient’s story that really struck me was a description of how pain 
could make a person become invisible.  Since having pain, this patient has been 
unable to walk without the assistance of a walking stick. However, since using this 
she believed that she was no longer sexually desirable to men because they no longer 
approached her (even when she got dressed up), which was a previously common 
experience for her before having pain. This example really highlighted to me some of 
the social consequences of living with chronic pain (Ojala et al., 2014), which I had 
not really considered before. All three patients reported that those without pain could 
not truly understand what their experience of living with pain was like, which they 
reported led them to experience significant loneliness. 
 
Personal reflections and clinical implications 
While watching the consultations, I began reflecting on my role as a trainee clinical 
psychologist and how I would make sense of the information patients were bringing 
in my own clinical work. This helped me to explore some of the clinical implications of 
my research.  I reflected on the possibility that the losses experienced as a result of 
living with chronic pain may have become the dominant story (Morgan, 2000) that the 
majority of patients held about themselves. From my clinical experience of working 
with patients from marginalised groups (e.g. people with intellectual disabilities, and 
refugees and asylum seekers) dominant stories of this nature are not uncommon. 
However, they can be disempowering due to their focus on the person’s disabilities, 
inadequacies, and failures (Morgan, 2000), which in turn can prolong distress. Despite 
this, it made me think that there may have been something validating for patients to 
have such conversations with clinicians, particularly, because research suggests that 
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conversations of this kind are given less attention within medical consultations (Farin, 
Gramm, & Schmidt, 2012; Levinson, Hudak, & Tricco, 2013).  
Through clinical psychology training, I have learned the importance of putting 
the behaviours patients display, or the information they provide, into the context of 
their lives. After a day of rating three consultations, in all of which patients spoke to 
clinicians about the losses in their lives, given my clinical background the research 
assistant asked me why I thought these conversations had happened. He asked this 
because he reported being struck by how open patients were with clinicians even 
though the consultations were their first with them. This led me to reflect and discuss 
with him my thoughts on the possible explanations for this.  
First, I thought about the context of the pain consultation itself. Clinicians 
conducted comprehensive pain assessments, which involved asking patients about 
the impact of the pain on their mood, daily functioning and overall quality of life 
(Dansie, & Turk, 2013). Therefore, such conversations may have emerged as patients 
were prompted to respond to these questions, and access to such information is 
pertinent for clinicians to develop a biopsychosocial formulation of a patients’ pain 
experiences (Dansie & Turk, 2013; Gatchel, Peng, Peters, Fuchs & Turk, 2010). 
Another possibility I discussed was that such conversations in consultations may have 
emerged as a consequence of the negative impact pain can have one’s social role.  
Many of the patients in the study reported feeling as if they were a burden to others 
as a result of their pain, which is consistent with qualitative research that suggest that 
patients with chronic pain have reported a fear of becoming a burden as a result of 
their difficulties or being useless to family members and friends (Smith & Osborn, 
2007). Therefore, it is possible that patients viewed the pain consultation as an 
opportunity to discuss concerns with clinicians, which they may not have felt able to 
do with loved ones due to such beliefs.  
The final explanation I reflected on was the fact that patients had experienced 
difficulties with pain for some time. The median pain duration of the patients included 
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in the study was 9 years, so some patients had experienced pain for longer than this. 
Despite the duration of chronic pain, it is likely that all patients had a history of 
numerous medical visits and treatments with varying degrees of success (Eccleston, 
Morley & Williams, 2013). Pain assessment can be understood as a social transaction 
(Schiavenato & Craig, 2010; Tait, 2013), and as such people’s behaviour is influenced 
by their previous experiences, particularly in previous consultations. Therefore, 
patients’ highlighting the losses they have experienced as a result of pain may have 
been their way of conveying the level of chronicity, and the seriousness of their 
condition (Main, Buchbinder, Porcheret & Foster, 2010; Werner & Malterud, 2003).   
The clinical implications of this for clinicians conducting pain consultations is 
the importance of establishing a balance between listening to concerns in order to 
respectfully validate patients’ lived experiences and obtaining information about 
patients’ strengths, abilities and resources despite pain that can enable development 
of a more useful formulation, which can inform interventions that provide helpful 
coping strategies. Such information may also provide a means of challenging negative 
dominant narratives about chronic pain patients. Also apparent is the importance of 
avoiding a pathologising approach to patients’ reported experiences, which can be 
achieved through use of normalising and non-blaming language (Eccleston et al., 
2013). Clinicians should be mindful of patients’ chronic pain trajectories and the 
multiple losses they may have experienced along the way. Considering this 
information as part of the formulation and linking this to patients’ past experiences of 
pain consultations may be a helpful way for clinicians to begin to address some of the 
disabling beliefs that patients with chronic pain hold about themselves (Eccleston et 
al., 2013).       
 
Empathy in the clinician-patient relationship  
Empathy has been defined as “the ability to understand and share the feelings of 
another” (Oxford University Press, 2015). This involves taking the other person’s 
118 
 
perspective to understand what they might be feeling, and having the ability to 
respond to this in a respectful and compassionate way (Singh, Bianchi-Berthouze & 
Williams, 2014). Patients with chronic pain often experience a lack of empathy from 
others, including healthcare professionals. For instance, the nature of chronic pain 
means that it persists without clear underlying pathology (International Association for 
the study of Pain (IASP), 1986). Therefore, its invisibility can make others question 
whether there is actually something ‘wrong’ (Singh et al., 2014).   
When searching the literature on patients’ emotional disclosures within 
medical consultations for the introduction section of the empirical paper, lots of the 
studies I came across stated that clinicians often miss empathic opportunities (patient 
statements or disclosures that could elicit an empathic response from a listener) that 
patients provide (e.g. Morse, Edwardsen & Gordon, 2008). While watching some of 
the consultations, the research assistant and I noticed a small number of instances 
like this. For instance, one patient spoke about the significant, negative impact his 
pain had had on his mood and sleep. However, the clinician did not appear to respond 
to the patient and continued to make notes. This instance was awkward for the 
research assistant and me to watch because we could see the impact this had on 
patient (e.g. he stopped talking).  
 
Personal reflections 
When I initially wrote the discussion section for the empirical paper there was a 
definite bias towards focusing on the experience and needs of the patient and his or 
her role in the consultation interactions. I believe that this bias may have stemmed 
from the instances of missed empathic opportunities by clinicians I had seen while 
watching some of the consultations and reading literature in this area that is 
predominantly focused on patients’ needs. This tendency to focus on patient factors 
may also have come from my training, and having a keen interest in working with 
marginalised groups to ensure that their voices are heard. Similarly, I hold the belief 
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that the patient is the expert in his or her life and experiences, and feel that empathy 
is pertinent to validating patient’s emotions.  
I was able to mitigate this bias however through research supervision, as I was 
encouraged to put myself in the shoes of the clinician. This was important for me to 
do because only focusing on what patients wanted from the consultations could have 
resulted in me neglecting to pay sufficient attention to potentially important clinician 
factors and duties in the consultation. Therefore, supervision allowed me to examine 
my blind spots and recognise my own prejudices and assumptions and how these 
may influence the research. There are two people involved within the clinician-patient 
relationship. Therefore, neglecting the clinician’s role in the interaction could lead to 
researcher bias (i.e. a biased reporting and interpreting of outcomes). Similarly, if I 
were working as a clinical psychologist in this context, empathising with the needs of 
the clinician would make me much more potentially helpful in joint working, planning 
interventions and offering consultation to other clinicians in the multidisciplinary team.  
From supervision, I searched the literature again and started to reflect more 
broadly on other possible explanations for why clinicians may miss empathic 
opportunities in response to patient emotional disclosures. One explanation was that 
consultations involve multiple tasks that clinicians and patients have to work through 
within short space of time, including the assessment of the presenting problem, 
discussion about diagnosis where appropriate and available treatment options (Main 
et al., 2010). Additionally, research suggests that empathy can diminish with clinical 
experience (Baider, 2009), but this could be a product of clinicians needing to down-
regulate their own emotions in response to repeatedly observing the pain and distress 
of others (Decety, Yang & Cheng, 2010), to ensure they are resilient enough to cope 
with the emotional demands of working with chronic pain patients (Eccleston et al., 
2013). There is also a danger of clinicians over-empathising with patients’ emotional 
disclosures because this may cause clinicians to become overwhelmed or distressed 
themselves (Eccleston et al., 2013). If this happens clinicians may not be able to be 
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cognitively present (Williams & Gessler, 2010) within the consultation and offer 
patients the support they require. A final possibility I reflected on of why clinicians may 
miss empathic opportunities with patients is that clinicians may fear that engaging in 
such conversations might further perpetuate patients’ distress (Williams & Gessler, 
2010). This explanation connected with me as this was something I worried about in 
the early stages of my clinical training.   
   Irrespective of the reasons outlined above, it is good practice for clinicians 
to look after their own mental health and recognise any of these signs in their practice. 
Seeking support from supervisors and colleagues in the multidisciplinary team where 
possible can be an effective way of ensuring safe practice (Eccleston et al., 2013). I 
have learned that there are challenges faced by both the patient and clinician in the 
pain consultation and to ensure that this is appropriately addressed both need equal 
consideration.   
 
The emotional impact of watching the pain consultations 
In some consultations, patients reported experiencing thoughts of suicide and self-
harm because their experiences of pain had become unbearable. For instance, one 
patient described her abdominal pain as so excruciating that she frequently had 
thoughts of stabbing herself in the stomach with a knife. She spoke about this in 
relation to one of the pain images used that was of a knife piercing a strawberry, with 
a pool of juice/blood. She explained her reasons for such thoughts to the clinician, 
stating that she was fed up with experiencing abdominal pain and that at least pain 
from a stab wound be a different type of pain. The clinician responded to the patient 
in an empathic and thoughtful way and acknowledged and validated her distress. The 
clinician then went on to conduct a risk assessment to determine the frequency of the 
patient’s self-harming thoughts, and whether she had also experienced thoughts of 
suicide. As a trainee clinical psychologist a part of my training has been learning how 
to sit with such disclosures in the room and knowing how to respond appropriately 
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and assess risk. However, despite my training this was still very emotionally 
challenging to watch.   
The research assistant I was working with to rate the videos did not have a 
clinical background.  As a result of unintentionally underestimating the impact on the 
researchers of some of the emotional disclosures made by patients, the research 
team organised personal supervision for him with a clinical psychologist who was not 
connected to the project, but was experienced in working with patients with chronic 
pain. I too discussed the emotional impact of observing some of the discussions 
between patients and clinicians with my research supervisor, who is also an 
experienced clinical psychologist and researcher in the area of chronic pain. In 
addition to having our own individual supervision sessions, the research assistant and 
I also found it useful to have short debriefing sessions together at the end of each 
consultation that we had rated. This involved asking one another what, if anything had 
come up while watching the consultations that were difficult for either of us. This 
provided us with a safe space to check in with one another and also acted as a form 
of peer support if either one of us had experienced any distress. For me, I reflected 
on the fact that I often took my health for granted and at times felt guilty about this, 
having heard patients speak about their negative experiences of living with chronic 
pain.  
By reflecting on these experiences during individual research supervision and 
the debriefing sessions with the research assistant, I learned that there are often 
benefits and challenges to conducting worthwhile research with clinical populations 
like patients with chronic pain (Singh et al., 2014). I also learned the importance of 
being mindful of my own emotions in response to the material I was viewing, and 
taking regular breaks in between rating the videos.  
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Conclusion 
Overall this critical appraisal has highlighted that a person’s experience of chronic 
pain is not just a physical one. Pain affects a person’s sense of self and social 
relationships. Discussing patients’ losses in pain consultations is one way of validating 
their lived experiences and legitimatising their pain (Smith & Osborn, 2007). 
Therefore, it is important to consider this in the consultation. However, discussions 
with patients about socio-emotional concerns need to be balanced with the other 
demands of the consultation. Clinicians’ ability to empathise with patients is pertinent, 
particularly when emotional disclosures are made. However, expecting a clinician to 
remain emotionally in tune with the patients at all times throughout the consultation is 
also unrealistic. The needs and wellbeing of the clinician also merit consideration if 
they are to provide patients with the best service possible. Going forward I have 
learned the importance of supervision in research as well as clinical practice. 
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Appendices 
Appendix 1: Interpersonal grid  
Adapted terms used in the study have been underlined. 
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Appendix 2: Confirmation of favourable ethical approval 
 
 
The Royal Marsden Research Ethics Committee 
St Georges University of London 
South London REC Office (1) 
Room 1.13  
1st Floor - Jenner Wing 
Blackshaw Road 
Tooting, London 
SW17 0RE 
 
 Telephone:  020 8725 0252 
Facsimile: 020 8725 1897 
07 July 2009 
 
Ms Deborah Padfield 
36 Chelsea Gardens 
London 
SW1W 8RG 
 
Dear Ms Padfield, 
 
Study Title: face 2 face an analysis of the effect of photographic intervention 
on medical dialogue within pain consultations (ie use of 
photographs) an exploration of portraiture with facial pain 
patients and clinicians 
REC reference number: 09/H0801/51 
 
Thank you for your letter of 10 June 2009, responding to the Committee’s request for 
further information on the above research and submitting revised documentation. 
 
The further information was considered at the meeting of the Committee held on 18 
May 2009. A list of the members who were present at the meeting is attached.  
 
Confirmation of ethical opinion 
 
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised, subject to the conditions specified below. 
 
Ethical review of research sites 
 
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see “Conditions of the favourable opinion” below). 
 
The favourable opinion applies to the following research site(s):  
  
Research Site  Principal Investigator / Local Collaborator    
University College London Hospitals, NHS 
Foundation Trust  
Ms Deborah G Padfield    
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Conditions of the favourable opinion 
 
The favourable opinion is subject to the following conditions being met prior to the start of 
the study. 
 
 
Management permission or approval must be obtained from each host organisation prior 
to the start of the study at the site concerned. 
For NHS research sites only, management permission for research (“R&D approval”) should 
be obtained from the relevant care organisation(s) in accordance with NHS research 
governance arrangements.  Guidance on applying for NHS permission for research is 
available in the Integrated Research Application System or at http://www.rdforum.nhs.uk.  
Where the only involvement of the NHS organisation is as a Participant Identification 
Centre, management permission for research is not required but the R&D office should be 
notified of the study. Guidance should be sought from the R&D office where necessary. 
 
Sponsors are not required to notify the Committee of approvals from host organisations. 
 
It is the responsibility of the sponsor to ensure that all the conditions are complied with 
before the start of the study or its initiation at a particular site (as applicable). 
 
Approved documents 
 
The final list of documents reviewed and approved by the Committee is as follows: 
  
Document    Version    Date      
Patient Invitation Letter - Consultation Filming   1.0  17 March 2009    
CV - Principal Investigator     15 April 2009    
Questionnaire: Study Group - reference to images   1.0  17 March 2009    
Questionnaire: Baseline Consultation Group  1.0  17 March 2009    
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Clinician Consent Form  1.0  17 March 2009    
Clinician Invitation Letter  1.0  17 March 2009    
Clinician Information Leaflet  1.0  17 March 2009    
GP/Consultant Information Sheets  1.0  17 March 2009    
Questionnaire: Study Group - reference to images   1.0  17 March 2009    
Questionnaire: Baseline Consultation Group  1.0  17 March 2009    
Letter of Funding - ACE    24 September 2008    
Peer Review  AHCR  19 August 2008    
UCLH Web Advertisement - Workshops     17 March 2009    
UCLH Web Advertisement - Whole Project    17 March 2009    
Patient Invitation Letter - Eastman Dental   2.0  10 June 2009    
Participant Consent Form: Patients   2.0  10 June 2009    
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Statement of compliance 
 
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK. 
 
After ethical review 
 
Now that you have completed the application process please visit the National Research 
Ethics Service website > After Review 
 
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure.  If you wish to make your views 
known please use the feedback form available on the website. 
 
The attached document “After ethical review – guidance for researchers” gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including: 
 
 Notifying substantial amendments 
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 Progress and safety reports 
 Notifying the end of the study 
 
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures. 
 
We would also like to inform you that we consult regularly with stakeholders to improve 
our service. If you would like to join our Reference Group please email 
referencegroup@nres.npsa.nhs.uk.  
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Ms Shelley Dolan 
Chair 
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